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ABSTRACT 

Mental health problems, especially depression, are major causes of disabilities globally. Among 

the causes of mental health problems, injuries, including those resulting from road traffic accidents 

(RTAs) are major contributors. Efforts are therefore made earnestly by every country globally, as 

well as Ghana over the years to control and reduce the incidence and mortality of RTA and its 

related injuries. However, mental health problems associated with RTA injuries are marginalized 

during the care of RTA injured victims, whilst focusing on their physical problems. Using the 

Lazarus and Folkman’s Transactional Stress model, this study sought to identify the psychosocial 

problems resulting from injuries sustained from RTAs, whilst assessing the impact of appraisals, 

coping styles and social support in the development of psychosocial problems. A cross-sectional 

survey was used to collect data from 382 accident victims with injuries in three hospitals within 

the Kumasi metropolis, using validated data collection tools.  The statistical Package for Social 

Sciences (SPSS) version 21 was used to analyze the collected data, using descriptive, Pearson’s 

Chi square, Analysis of Variance (ANOVA), Independent t-test, Correlational and Hierarchical 

Multiple Regression tests. The findings indicated that, a number of patients with RTA injuries 

developed psychosocial distress (40.6%) and Post-traumatic Stress Disorder (22.0%). Most 

victims appraised their injuries as threat but controllable. The most common coping style adopted 

by respondents was the task oriented coping with most participants demonstrating moderate to 

high perceived social support. Significant associations were found between injury characteristics 

and psychosocial problems but not with demography. ANOVA and Independent t-test indicated 

significant variations in psychosocial problems on the various types, locations and post-injury 

duration of injuries. Hospitalized patients also demonstrated higher levels of psychosocial 

problems compared with non-hospitalized patients. Appraisal of threat, centrality, and 
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uncontrollability significantly and negatively correlated with psychosocial problems. Appraisal of 

challenge and controllability as well as total perceived stressfulness of the injuries showed 

significant positive relationship with psychosocial problems. On coping styles, task oriented and 

avoidant coping styles were significantly and negatively related with psychosocial distress but not 

with PTSD. Emotion focused coping also showed significant positive relationship with 

psychosocial distress. Social support was a significant moderator of avoidant coping and 

psychosocial problems. In conclusion, RTA victims with injuries have increased risk for 

developing psychosocial problems. The findings therefore demonstrate the need for 

comprehensive psychosocial assessment of injured RTA victims for early recognition and 

treatment of psychosocial morbidities. 

 

Keywords: Psychosocial problems, Injury Appraisal, Coping, Perceived Social Support, Post-

traumatic Stress Disorder, Road Traffic Accidents 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background to the Study 

Trauma is a widespread occurrence, common all over the world at all times. 

Etymologically, “trauma” originated from an ancient Greek word, literally meaning “wound” or 

‘damage’ (Engelbrecht & Jobson, 2014). The term was used to refer to only physical injuries, but 

currently, it is usually associated with varieties of harm from physical to emotional or 

psychological insults. According to the American Psychiatric Association [APA] (2013), a 

traumatic event is described as any incident that exposes a person to either a threatened or actual 

death, fatal injury or sexual violence. This makes the use of the term “trauma” wide, although in 

most instances, it used to refer to “a more serious injury or accident” (Richmond & Aitken, 2011, 

p. 2742). A global burden of disease study in 2013 estimated a global incidence of 970 million 

injuries globally, with 4.8 million deaths (Haagsma et al., 2016). Traumatic injuries may involve 

soft tissues or musculoskeletal system (Torgbenu et al., 2017) and other vital internal organs such 

as the brain, spleen, liver, kidneys, lungs and the heart (Smeltzer et al., 2008). Although traumatic 

injuries are usually sustained in gunfire, battering, falls, tribal conflicts and occupational injuries  

(Afukaar, Antwi, & Ofosu-Amaah, 2010; Oyeniyi et al., 2017) and non-motorized bicycles 

(Damsere-Derry & Bawa, 2018) road traffic accidents (RTAs) remain one of main sources in both 

developed and developing countries (Adams, Alhassan, & Yabasin, 2016; Biney et al., 2013; 

Sullivan, 2017; Zuraik & Sampalis, 2017). 

RTAs are considered major burden for every country globally. Worldwide, between twenty 

to fifty four million people are believed to suffer from non-fatal injuries annually due to RTAs, 

with approximately 1.35 million deaths relating directly to RTAs and/or its related consequences 
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(Haagsma et al., 2016; World Health Organization [WHO], 2018a). Most trauma victims are 

rendered temporarily or permanently disabled, and ninety percent (90%) of these disabilities are 

associated with RTAs (Cartwright, 2017; Rissanen, Berg, & Hasselberg, 2017. RTA related 

injuries are ranked as the ninth leading cause of disabilities worldwide and projected to become 

the seventh by 2030 in all age groups (WHO, 2013). RTAs usually involve more than one party. 

The impact of injury thereof is to be appreciated in veneration to all individuals that may be 

involved in road traffic accidents or other notable mechanisms including pedestrians, 

motorcyclists, bicyclists as well as drivers, conductor, and passengers occupying a vehicle  

(Papadakaki et al., 2018; Sheth, 2001; UI Baset et al., 2017; Wells, 2007). These category of 

victims as described were the focus of this study. 

Crucially, however, more than 90% of the global incidence of traumatic injuries ensue in 

the low and middle income countries (LMICs) such as Ghana (UI Baset, 2017; WHO, 2018a). 

Klemisch (2016) averred that, the chief cause of disability in LMICs is trauma. More people are 

expected to die or be rendered disabled from the menace of RTA by 2030 in Africa due to the 

persistent developmental, institutional and attitudinal challenges on the continent (Adeloye et al., 

2016; Peden, Kobusingye, & Monono, 2013). For instance, the incidence of RTA in Ghana is 

ranked 31st worldwide, and RTA is among the 10 leading causes of death and disabilities in Ghana, 

which ranks 23rd worldwide (Yiadom, McWade, Awoonor-Williams, Appiah-Denkyira, & 

Moresky, 2018; WHO, 2017; WHO, 2018b). Previous studies have identified RTAs to be the 

leading cause of injuries in Ghana (Biney et al., 2013; Torgbenu et al., 2017). For the past five 

years, cases of RTA in Ghana and its related injuries has seen incremental changes (see table 1.1) 

in both the number of crashes and number injuries sustained. 
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Table 1.1: Statistics of Reported Cases of RTAs in Ghana (and Ashanti Region) from 2015 to 2019 

Year  Number of RTAs  Number of  Injuries Number of Deaths 

Ashanti 

Region 

Nationwide  Ashanti 

Region 

Nationwide  Ashanti 

Region 

Nationwide  

2015 1, 064 10, 852 854 10, 565 153 1, 802 

2016 1, 901 11, 378 1, 870 10, 438 310 2, 084 

2017 2, 286 12, 843 2, 262 12, 166 335 2, 076 

2018 2, 734 13, 645 3, 093 13, 677 396 2, 341 

2019 2, 847 13, 877 3, 549 16, 640 453 2, 284 

Compiled from yearly reports of the National Road Safety Commission of Ghana, 2015 – 2019. 

The high prevalence of RTA related injuries in Ghana could equally be attributed to all 

related factors common in LMICs. These include inadequate transport-related legislation and 

enforcement of existing legal frameworks on road safety, such as wearing of seatbelts, use of 

helmets for riders, vehicle maintenance culture among others (Torgbenu et al., 2017; UI Baset et 

al., 2017). Moreover, the number of registered cars in recent years have been skyrocketing 

(Solanki et al., 2016) in most LMICs. For example, in Ghana, the number of motor vehicles 

registered moved from 159.00 Unit in 2005 to 693.00 Unit in 2010, and to 890.00 Unit  in 2015 

(CEIC Data, 2020). More importantly, Ghana has also seen a rather increasing trend in the use of 

commercial two and three wheel cycles, popularly referred to as “okada” and “Pragya”. The 

commercial use of this means of transport is illegal in Ghana and their activities have not been 

regulated. Consequently, motor cycle and tricycle related accidents in the country have been 

alarming (Blankson, Amoako, Asah-Opoku, Odei-Ansong, & Lartey, 2019). With individuals 

and politicians advocating and campaigning to legalize the use of these motor cycles, coupled 

with low law enforcement, the worse may be expected in the future.  
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1.1.1 Consequences of Traumatic Injuries  

Fatal and non-fatal injuries have negative impact on the general health status of survivors 

of RTAs, including their post-injury quality of life. These effects are as well felt among his 

immediate relatives, posing as a burden not only to the victim, but the family, the community and 

the country at large. These effects arise from loss of jobs, high cost of treatment, and the potential 

harmful effect on the family’s functioning. Essentially, the cost incurred on the whole society from 

RTA injuries are subject to the consequences of these injuries (Makuu, 2018; Weijermars et al., 

2016). It has been estimated that, countries across the world spend about 3% of their Gross 

Domestic Product (GDP) on RTAs, which may extend to about 5% in LMICs (WHO, 2018a). For 

instance, in Ghana, the National Road Safety Commission has reported that, about $ 230 million 

is spent on RTAs annually (National Road Safety Commision, 2018). Of critical concern is the 

percentage of youth and males involved in RTA (Abegaz & Gebremedhin, 2018; Bashah, Dachew, 

& Tiruneh, 2015; Zuraik & Sampalis, 2017) who are major drivers of every country’s economy 

(Durand, 2015).  RTA is the leading cause of disabilities adjusted life years in individuals between 

the ages of 10 and 49 years (Vos et al., 2020). Losing the major drivers of the economy through 

RTA has dire consequences on the economy.  

Traumatic injuries are also noted to have profound impact and serve as major stressors on 

human cognition, behavior and emotion. It has been asserted that, injured patients can 

unexpectedly experience stress emanating from pain, fear, confusion, unplanned hospitalization, 

perceived and actual loss of body structures and functions which may persist for years after the 

initial injury (Nasirian, Fagevik Olsen, & Engstrom, 2018). Most of these victims may have a 

significantly high degree of resilience and coping and do recover well after the injury, yet, a good 

proportion of them have poor coping abilities with their problems.  They feel desperate, powerless, 
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worthless and uncertain about their lives. These negative thoughts and feelings as well as life after 

the trauma can lead to disorders such as depression, panic attacks, generalized anxiety states, social 

dysfunction and other mental health sequelae (Vincent, Horodyski, Vincent, Brisbane, & 

Sadasivan, 2015). Previous studies in western countries and some few in Africa indicate that, 

between 6 to 65% of injured victims are likely to develop a psychosocial problems after the injury, 

some of which can persist for years to decades. (Ahl, Lindgren, Cao, Riddez, & Mohseni, 2017; 

Ajibade, Adeolu, Adeoye, Moridiyat, & Oladeji, 2015; Idrees, Faize, & Akhtar, 2017; Papadakaki 

et al., 2018; Tutton, Seers, & Langstaff, 2012; Vincent et al., 2015; Wiseman, Curtis, & Lam, 

2015). The forgoing discussion demonstrate the influence of appraisals, coping abilities and 

perceived social support (PSS) in the psychopathology of the injured victim. 

Unsurprisingly, mental health problems are major  health concerns in LMICs. Notably, 

LMICs are responsible for more than eighty percent of years lost to disability from depression 

globally (WHO, 2017). Previous studies in these parts of the world indicate that, common mental 

health problems like depression, anxiety and other affective disorders are higher in the injured 

population compared with the general population (Jacob, Pizzol, Veronese, Stubbs, & Koyanagi, 

2019). However, a worrying situation is the fact that vast number of individuals with mental health 

disorders in these LMICs (including Ghana) do not get suitable treatment (Cuijpers, Karyotaki, 

Reijnders, Purgato, & Barbui, 2018), probably because the affected individuals are not identified 

for effective treatment or are poorly diagnosed and poorly treated. 

In Ghana, depression and anxiety disorders are described to be the 4th and 10th leading 

causes of disability respectfully (Institute for Health Metrics and Evaluation, 2017). More than six 

hundred and fifty thousand Ghanaians were estimated to be suffering from severe mental disorder 

while more than two million were believed to be suffering from moderate to mild mental disorders 
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as at 2018 (WHO, 2019). Yet, and sadly, treatment gap for individuals with mental health disorders 

is around 98% (WHO, 2019). With the worrying trend and intriguing figures of RTA cases and 

injuries in Ghana, it was essential to establish the psychosocial problems that may result from 

physical trauma sustained in RTAs in the country. This study therefore sought to investigate the 

psychosocial impact of physical injuries sustained during RTAs in Ghana using the Lazarus and 

Folkman’s Transactional Stress Model. 

1.1.2 Stress Appraisal, Coping and Psychosocial Problems 

It is believed that, stressors in themselves do not necessarily cause psychological problems. 

This is because, every individual is believed to possess unique personality traits and may act as 

buffers against these stressors. These individual features include a person’s cognitive appraisal of 

a stressor and how that individual is able to adjust or adapt to the stressful situation, using coping 

styles (Folkman, 2013; Thoits, 2013). Appraisal generally refers to how an individual assesses 

something or a person. Coping on the other hand is the way the person deals with a difficult 

(stressful) situation successfully. According to transactional stress models, stress is an “emotional 

process” that rely on definite anticipations exhibited by the individual regarding the inference to 

and result of a particular encounter. Appraisal and coping can be negative or positive, and the use 

of any type may to some extent, predict the psychological consequence of an individual with stress 

(Carver & Connor-Smith, 2010; Lazarus & Folkman, 1984).  

There are various ways in which appraisal and coping could be conceptualized. Some have 

conceptualized appraisals as contributing to coping strategy, with coping determining the 

psychological outcome of the individual with stress. Others conceptualized appraisal as a 

moderator of social support on the relationship between stress and psychological health (Nicholls, 

Polman, & Levy, 2012; Noor, Gul, Khan, Shahzad, & Aqeel, 2016; Szkody & McKinney, 2020). 
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In this study, appraisal was seen as a two-step process, where primary stress appraisal (threat, 

centrality and challenge) leads to a secondary stress appraisal (controllability). The overall 

perception about how a situation is seen as stressful, was seen as an independent construct within 

the appraisal measure, and could predict an individual’s psychosocial outcome. Consequently, the 

choice of coping style (avoidant, emotion focused or task oriented) was seen as being influenced 

by appraisal and availability of perceived social support. 

1.1.3 Perceived Social Support and Psychosocial Problems 

Social support is believed to have significant influence on the development of psychosocial 

problems as it can as well determine how victims cope. Lower perception of social support are 

linked with higher levels of psychosocial problems and vice versa (Wethington, Glanz, & 

Schwartz, 2015). Social support is seen as a multidimensional construct and has been defined 

differently by researchers over the years. Hitherto, the arguably best known and most influential 

conceptualization of social support has been provided by Cobb (1976), who described social 

support as “the information leading an individual to believe that he is cared for and loved; esteemed 

and valued; and belongs to a network of communication and mutual obligation”  (Cobb, 1976, p. 

300).  This can be perceived (or emotional), structural or received (Huang & Chengalur-Smith, 

2019). 

This study conceptualized social support as the support the injured victim believes is 

available from family, friends and significant others. This appraisal can influence the way the 

individual also appraises his stress, the way he copes and the experience of psychosocial problems. 

This phenomenon could be explained by two hypotheses on effects of social support; “main effect” 

and “buffering effect” (S. Cohen, 1984). The “main-effect” hypothesis propounds that, there is a 

direct effect of social support on psychological health irrespective of the degree or type of stress 
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whilst the “buffering effect” hypothesis avow that, negative consequences of stressful events can 

be reduced by social support. The latter hypothesis is exclusively present and useful in the presence 

of a current stressor (S. Cohen, 1984; Szkody & McKinney, 2020). Both hypotheses were applied 

in the current study. 

1.2 Statement of Problem 

Psychosocial distress are salient public health concerns globally due to the detrimental 

effects they have on the individual’s total wellbeing, beside the subsequent effects incurred on the 

whole community. A more worrying situation is the relationship between these psychosocial 

distress and suicide, as these problems are major predictors of attempted suicide and actual suicide 

(Cheref, Benoit, & Walker, 2019).  

In spite of the large empirical evidence linking road traffic injuries to psychosocial 

problems, it remains unclear if these evidence are applicable in LMICs (where RTAs hover above 

90% of the global incidence) as bulk of these evidence come from high income countries. Although 

few of the studies have examined the ethnic and cultural variations in the development of these 

psychosocial sequelae, their applicability in other cultures cannot be meaningfully explicated since 

culture is dynamic and diverse (Marshall, Schell, & Miles, 2009). Further, most of the few studies 

from LMICs have focused only on patients with injuries affecting the brain and spinal cord (e.g., 

Adam et al., 2016; Adjorlolo, 2016) and/or orthopedic injuries (e.g. Obayemi et al., 2020; 

Torgbenu et al., 2017). These reasons may hamper successful translation of the extant, foreign-

based studies into other injured populations. 

Research has indicated that, undiagnosed and untreated mental health problems negatively 

impact treatment plans and can increase patients’ length of stay at the hospital, which can inversely 

worsen the experience of psychosocial distress (Sullivan et al., 2017). This, notwithstanding, 
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physicians and nurses caring for injured patients are primarily concerned with their physical 

problems whilst neglecting their psychosocial health (Sullivan et al., 2017; Tudo et al., 2017) even 

though there is an ongoing global advocacy for routine psychosocial screening of all trauma 

patients for early detection and management (Goh, Ho, & Ng, 2019; Wiseman et al., 2015; 

Wiseman, Foster & Curtis, 2013; Wu, Zhang, Cheng, Lin, & Wang, 2017).  The situation is not 

different from Ghana as psychosocial assessment is not included in the routine assessment plans 

of the trauma patient (Ministry of Health, 2011). Consequently, anecdotal evidence from most 

emergency and orthopedic centers in the country indicate that health professionals providing  care 

to such patients rarely assess for psychosocial problems, except when there is an obvious brain or 

spinal cord damage. This could possibly be due to dearth of empirical evidence on the effects of 

these injuries on psychological reactions in the country. The phenomenon is likely to add to and 

compound the already huge treatment gap of mental health problems in the country. It was 

therefore expedient to establish the empirical evidence in this respect to properly guide emergency 

and trauma care practices in Ghana whilst attempting to bridge some of the gaps aforementioned. 

1.3 Purpose of the Study 

The purpose of the current study was to examine the psychosocial consequences of traumatic 

injuries in victims of RTA in the Kumasi Metropolis.   

1.4 Specific Objectives of the Study 

Specifically, the study sought to: 

1. describe the injury characteristics, injury appraisal, coping mechanisms, perceived social 

support and psychosocial problems of patients with road traffic accident injuries. 

2. determine the relationship between respondents’ background information (socio-

demographic and injury characteristics) and psychosocial problems. 
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3. examine the differences in psychosocial outcomes of respondents among their background 

characteristics 

4. examine the relationships between coping, appraisal, social support and psychosocial 

problems. 

5. evaluate the influence of social support on the relationship between coping and 

psychosocial outcomes of RTA injuries. 

1.5 Significance of the Study 

This study was conducted to identify the psychosocial problems that may be faced by 

victims of road traffic crashes with injuries. The findings of this study will be a vital contribution 

to nursing knowledge in managing trauma patients and essentially guide nurse managers and 

clinicians working with trauma patients to provide quality psychosocial care. It is again envisaged 

that the findings will inform authorities in the emergency departments and the hospitals to institute 

and effectively implement follow up plans to help identify patients that may experience 

psychosocial problems after discharge. In addition, the findings will help emergency departments 

to redesign their assessment plans to include comprehensive psychosocial assessment in the 

routine assessments of all patients especially trauma patients.  

It will also help the Nursing and Midwifery Council of Ghana and institutions training 

emergency health practitioners to include psychosocial assessment skills and procedures in their 

curriculum.  Additionally, this study will be vital in adding to the growing knowledge in the field 

of physical trauma and enhance future study in the field in Ghana and Africa at large. 

Again, the study will provide vital information to major stakeholders like the mental health 

authority on strategies to promote the WHO Mental Health Gap Action Programme (mhGAP) as 

early identification of persons with mental disorders will enhance their treatment. This will also 
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go a long way to close some of the gaps in mental health research, whilst using the information to 

strengthen mental health care systems in the country and globally. 

1.6 Operational Definition of Terms 

Road Traffic Accident: unplanned collisions that involves at least one vehicle; two or three 

wheeled cycles that occurs on public roads and in which at least one injury or fatality is recorded.  

Traumatic Injuries: injuries to the skin, muscles, bones or internal structures of the chest and 

abdominal cavity that were caused by road traffic accidents. 

Coping: ability of (an injured) person to successfully deal with and overcome problems posed by 

the injury, using either personal strength or/and external assistance. 

Appraisal: the way an injured person assesses his or her strengths and weaknesses in relation to 

how well the injury can be managed or coped with. 

Social support: psychological, emotional and material resources provided to an injured person by 

close friends, relatives and other significant personalities to help cope with the injury and its 

consequences. 

Psychosocial problems/distress: an unpleasant emotional, cognitive, behavioural or social 

experience that can potentially interfere with individual’s coping abilities.  

Hospitalized patient: any patient with RTA that had spent at least 24 hours on the ward during 

the recruitment process due to the RTA and its related injury (ies). 
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CHAPTER TWO 

THEORETICAL FRAMEWORK AND LITERATURE REVIEW  

2.0 Introduction  

This section focuses on the theoretical underpinnings and relevant empirical studies that are related 

to the current study. A vivid description of the Lazarus and Folkman’s transactional stress model 

is given as it underpins the whole framework of the study. 

2.1 Selection of a Theoretical Framework  

‘Stress’ is an emotional feeling or physical tension that is multifactorial. Any event that 

requires the body to react, adjust or respond could be described as stressful. This description makes 

it appropriate to classify trauma as a stressor. Accordingly, various theories that seek to explain 

stress and psychosocial problems were reviewed; such as: the Selye’s Systematic Stress theory, 

the Learned Helplessness Theory, Bandura’s Self - Efficacy theory, and the Lazarus stress theory. 

Meanwhile, stress process models (Lazarus & Folkman, 1984) posit that life stressors cannot solely 

explain the degree of psychosocial sequelae of individuals, rather, some coping and /or behavioural 

factors may expound such relationships. It was therefore salient to identify models or a common 

model that consisted of constructs of stress and coping to better analyze the psychosocial sequelae 

of the physically injured patients. The choice of the “Lazarus and Folkman Transactional stress 

model” has these advantages compared to other stress theories outlined earlier. 

2.1.1 The Transactional Stress and Coping Model (Lazarus & Folkman, 1984) 

This model serves to guide the assessment of coping mechanisms in individuals exposed 

to stressful situations. It plays important part in health promotion, disease prevention and patient 

education in the health care industry (Glanz, Rimer, & Lewis, 2002). The model presents stress as 
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a transactional phenomenon, where stress is dependent on the interpretation given to a stimulus by 

the perceiver (Krohne, 2002). The concept of stress has been described by Lazarus as a state or 

feeling that the demands of the stressor surpasses available resources (personal and social).  The 

effects imposed by stress on an individual is therefore dependent on the person’s sense of danger, 

susceptibility and coping abilities; and not merely the stressful event itself (Lazarus, 1993). 

Like any other psychological stress theory, this model evaluates two central concepts: the 

influence of cognitive appraisal of the stress on the emotions of the individual and how he is able 

to cope. Psychological stress was therefore described in this model to mean “a particular 

relationship between the person and environment that is appraised by the person as taxing or 

exceeding his or her resources and endangering his or her wellbeing” (Lazarus & Folkman, 1986, 

p. 63). These stressors were described as life events which may refer to unexpected and 

unpredictable circumstances that are beyond the control of the person such as natural and manmade 

disasters (earthquakes, floods, tsunamis, wars, etc). It may also include events outside the 

individual’s control that affect the individual or few others in the individuals’ world like death of 

a loved one, divorce, road accidents and disability or life threatening illness. Road traffic injuries 

are usually unexpected and victims of RTA may grieve over the incident, injuries sustained and 

their consequences on their health and social function.   

A key concept that is useful in appreciating the stress transactions is appraisal. The concept 

was founded based on impression that stress rely on definite anticipations exhibited by the 

individual regarding the connotation and result of a particular encounter. This cognitive process is 

influenced by two factors that can contribute to the individual’s stress response: a tendency of 

threat by the stressor to the person (primary appraisal) and valuation of necessary resources to 

manage the stress imposed by the stressor (secondary appraisal) (Lazarus, 1996; Krohne, 2002).  
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 Primary appraisal basically describes the relevance of the event or stressor on the victim’s 

health and general wellbeing (Krohne, 2002). If an individual with an injury believes that it is not 

stressful at all, that person will make an irrelevant appraisal of the injury and may not utilize any 

coping mechanism. However, when the individual thinks the injury is distressing, he will need to 

identify appropriate means of coping with the situation (Groomes & Leahy, 2002). This stage is 

described as the second component of appraisal. At this stage, the individual evaluates himself and 

his resources to see what could be done about the situation. Various forms of appraisals are 

identified in literature, but the most common ones distinguished are threat, challenge and centrality 

(primary appraisal). Common components of secondary appraisal include uncontrollable and 

controllable (by self or by others). Different psychological problems are embedded in specific 

types of emotional reactions and the type of appraisal will define the degree to which symptoms 

will be experienced (Lazarus, 1993; Lazarus & Folkman, 1986; Mitchell, Brennan, Curran, Hanna, 

& Dyer, 2017; Olff, 2011). 

The other concept in the model; coping was described as “the cognitive and behavioural 

efforts made to master, tolerate, or reduce external and internal demands of conflicts among them” 

(Lazarus & Folkman, 1984, p. 233). This concept is believed to be closely connected to appraisals, 

consequently, to “the stress relevant person-environment transactions”. Various types and terms 

are used in literature to describe coping styles, but the most common dispositions are avoidant, 

emotion and task-oriented coping (Baqutayan, 2015; Folkman, 2013; Lazarus, 1993; Lazarus & 

Folkman, 1986; Olff, 2011; Smith & Kirby, 2011).   
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Figure 1.1: The Lazarus and Folkman’s Transactional Stress Model 

 

In this study, the model was used to examine psychosocial problems experienced by 

patients who had sustained traumatic injuries secondary to RTAs. The five constructs in the model 

(life events, resources, appraisals, coping, and social support as well as health consequences) were 

adopted and modified to suit the purpose of this study. The life events were conceptualized as RTA 

traumatic injuries, with characteristics including type, site and post-event duration. Resources were 

conceptualized as the individual’s demographic variables. Appraisals were viewed as primary 

(threat, challenge, centrality) and secondary (controlled by self, controlled by others and 

uncontrollable) appraisals, with another variable measuring overall perceived stressfulness of the 

injury.  Coping was also regarded as avoidant, emotion-focused or task-oriented coping. Social 

support was referred to as perceived support available from family members, friends and other 

significant individuals whilst health consequences were considered as psychosocial distress (with 
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symptoms of depression/anxiety, social dysfunction and lack of confidence) and post-traumatic 

stress disorder (PTSD).  

 Some previous studies have adopted part or whole of the model to examine various health 

consequences in diverse populations, example, emotional response in cancer patients (Hulbert-

Williams, Morrison, Wilkinson, & Neal, 2013); physical and mental health in Palestinian and 

American Indians in Gaza (Kira, Omidy, & Ashby, 2014); mental health in undergraduate nursing 

programme is South Africa (Martin & Daniels, 2014); psychosocial outcome in  patients with 

traumatic brachial plexus injury (Franzblau & Chung, 2014). 

2.2 Concept of Mental Health 

The WHO (2006) defined health as; “a complete state of physical, mental, and social well-

being and not merely the absence of disease or infirmities”, underlining the significance of 

psychosocial wellbeing. Psychiatric problems, mental disorders or psychological disorders, as may 

be used by different authors, are described as abnormal adaptive response to an extrinsic (external 

environment) or intrinsic (internal environment) stressors. These abnormal adaptive processes are 

usually characterized by thoughts, feelings and behaviour that are not compatible or inconsistent 

with the norms of the individual’s society and culture.  This behaviour significantly interferes with 

normal functioning of the person within his social environment (Gelder, Gath, & Mayou, 1989; 

Shives, 2008).  

A better description of a psychosocial problem or mental illness is gotten from the 

definition of mental illness by the APA. It is defined by the APA (2000) as “a clinically significant 

behaviour or psychological syndrome or pattern that occurs in a person and that is associated with 

present distress or disability or with significant increased risk of suffering, death, pain or disability 

or an important area of freedom; and not merely an expectable and culturally sanctioned response 
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to a particular event”. Impliedly, to be classified as a healthy person, the psychological and social 

aspects of person cannot be marginalized. Standard patterns of behaviour and cognition are 

therefore expected to be manifested by the individual to be classified as mentally health or 

otherwise. Generally, psychiatric problems are classified as either organic (in which the structure 

of the brain is partly or wholly damaged) or neurotic (in which there is only a functional 

impairment with no obvious structural damage) (Gelder et al., 1989). In this study, psychiatric 

morbidities were evaluated in the context of functional derangements (neurosis), where the 

structure of the brain and nerves are intact.  

Therefore, the concept of mental health expects an individual to equally maintain a stable 

psychological wellbeing even after a stressful life event, barring any organic damage secondary to 

the trauma. Normally, it is natural for the body to respond to life-threatening events by protecting 

itself from potential harm. However, some individuals overreact during this normal response and 

feel frightened and distressed even in the absence of the event or danger. These may produce 

various anxiety disorders common of which include Post-Traumatic Stress Disorder (PTSD, 

anxiety, depression, social dysfunction, acute stress disorder, among other phobic disorders. (APA, 

2013; Warren et al., 2016; Wiseman et al., 2015; Zatzick et al., 2008). This abnormal reaction may 

as well affect the person’s physiological functions such as the heartbeat, respiration rate and even 

musculoskeletal functions some of which can persist for many years. 
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2.3 Review of Related Studies  

2.3.1 Traumatic injuries and Psychosocial Health 

Psychosocial problems have been studied across many populations and statistically 

significant high levels of psychological morbidities have been reported. The trend is a worrying 

situation considering the impact of psychosocial problems on years of life lost to disability. 

(Arvidsdotter, Marklund, Kylen, Taft, & Ekman, 2016; Bosmans, Hofland, De Jong, & Van Loey, 

2015; Idrees et al., 2017; Koenen et al., 2017; Rai et al., 2012; von der Warth, Hehn, Wolff, & 

Kaier, 2020). A lot of studies that used trauma populations have viewed trauma as an emotional 

insult from wars, crimes, assault, abuse, and many others (Dominguez-Gomez & Rutledge, 2009). 

Notably, among all the causes of disabilities, traumatic injuries are major contributors (Haagsma 

et al., 2016). Uniquely, injuries from RTAs are major health and social concerns and they need 

more attention than they have received in the past years.   

Traumatic injuries may be perceived as almost the worst conceivable experience and the 

reactions of victims to traumatic injuries may be described to be akin to bereavement (Machisa et 

al., 2018). The prevalence of psychosocial problems following traumatic injuries differ in various 

studies. These have been related to a lot of factors such as diagnostic criteria or instrument used in 

the study, time of the study after the injury and the various definitions of trauma. Others include 

type of trauma or injury, location of the injury on the body part, socio-cultural factors among others 

(Ahl et al., 2017; Craig, Tran, et al., 2016; Roden-Foreman et al., 2018; Tudo et al., 2017). It is 

estimated that, between 6% and 51% of trauma victims develop psychosocial problems, globally. 

The prevalence in LMICs especially Africa is however higher than the global values, and up to 

sixty five percent of trauma victims are believed to develop psychosocial problems. The most 

prevalent psychosocial problems associated with road traffic injuries include post-traumatic stress 
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disorder (PTSD), depression, anxiety and social dysfunction (Ajibade et al., 2015; Craig, Elbers, 

et al., 2016; Craig, Tran, et al., 2016; Guest, Tran, Gopinath, Cameron, & Craig, 2017; Papadakaki 

et al., 2018; Weijermars et al., 2016).   

2.3.2 Patient Characteristics and Psychosocial Problems 

Multiple factors are believed to correlate to increased post-traumatic psychosocial 

reactions. These factors are either patient specific (sociodemographic) or injury specific factors. 

Some studies that assessed socio-demographic variables to correlate with psychological problems 

implicated female sex, low educational level (Herrera-Escobar et al., 2018; Jayasinghe et al., 

2014), financial vulnerability (Garg, Chauhan, & Sabreen, 2018; Herrera-Escobar et al., 2018; 

Idrees et al., 2017; Jayasinghe et al., 2014) to positively correlate psychological sequelae after 

injuries. Some studies have also reported the importance of age in the development of negative 

psychosocial sequelae with individuals between the ages of 30 and 49 identified to have the highest 

risks (Ahl et al., 2017). 

In their study, Ahl and associates performed a stepwise multivariable analysis of injury 

specific variables with the psychological outcome of trauma. The results identified that risk of 

psychosocial problems in trauma patient is higher with low Glasgow Coma Scale (GCS) longer 

hospital stay (admissions beyond one month). Additionally, the study stated that the depressed 

subgroup required longer hospital stay and most often required most intensive care admissions 

(Ahl et al., 2017). These findings are supported by Sullivan and associates (2017) who also found 

correlations between prolonged length of hospital stay and psychosocial problems in traumatic 

patients. 

Some studies have opined that, being admitted to the hospital may be a determinant in the 

development of psychosocial problems. For instance, Gopinath and colleagues (2015) conducted 
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a propective cohort study to determine if there were variations in health outcomes in hospitalized 

respondents with RTA injuries compared with non-hospitalized respondents. Three hundred and 

sixty four (364) RTA adult victims were recruited at baseline and at twelve months (n = 284) and 

at two years (n = 252) in Australia. Inclusion for hospitalized group included at least 24 hours on 

admission after RTA whilst those admitted for less than twenty four hours were classified as non-

hospitalized. The study findings indicated that, at baseline and twelve months (one year), 

hospitalized patients exhibited worse psychosocial outcomes compared to the non-hospialised 

group when age and sex were controlled. A further control for level of education, fracture, injury 

severity score and whiplash injury resulted in a persisitent worse experince of psychosocial 

problems. However, these differneces did not exist after 24 months. This is coroborated by the 

study of Kendrick et al. (2017) as they posited that, injuries that require admissions to the hospital 

can cause anxiety and depresion, which can consequently cause a considerable and clinically 

significant reduction in health related quality of life up to one year. This notwithsatnding, the 

findings from the above studies also suggest that, the association between long term health effects 

and hospitalization cannot be sunstantiated. 

Inferentially, Gopinath and collleagues’ (2015) work is suggestive that, psychosocial 

symptoms following injuries are not consistent over time. From their study, severe psychological 

symptoms that were present in hospitalized patients minimized to the level of experience in the 

non-hospitalized patients, who had better psychological wellbeing from baseline to twelve months. 

Further support to this claim is provided by the findings of  another  cohort study from three 

European coutries (Italy, Greece, and Germany). The researchers invited all RTA patients admitted 

to admitted to Intensive Care Units (Warren et al.) or sub-ICUs of some designated hospitals to 

partake in the study from 2013 to 2014 at different time points: at one month, six months and at 
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one year. 120 patients were recruited in the study, and 80% partook in all three surveys. An analysis 

of the result indicated that, risks of depression were 79% and 88% lower at first and second follow 

ups respectively, compared with the baseline. There was a 72% lesser risk for PTSD at second 

follow up when compared with the baseline. Older age, being widowed or divorced, higher injury 

severity score and type of injury were major correlates of increased risk for unrelented 

psychological distress (Papadakaki et al., 2017). In all, the study evinced that psychological 

problems naturally subside in their severity with time and may be less relevent. 

The forgoing has also been substantiated by a report from the longitudinal study by 

Wiseman and associates (2015). They averred that, anxiety symptoms tend to decrease with 

passing time of injury. In this study, 58.7% of the participants had a baseline anxiety with another 

44.3% meeting the criteria for stress. This rate reduced to 34.4% and 36.9% respectively for 

anxiety and stress at three months. There was a further reduction in incident rate at six months post 

injury with anxiety reducing to 22% and 23.0% for stress. In a related study, Heron-Delaney and 

colleagues (2013) investigated the incidence rates of PTSD among adults involved in RTA by post 

injury time. The results indicated that, the incidence rates were between 8 – 45%, 8 – 30%, 6 – 

28% and 7 – 26% at one, three, six, and twelve months respectively. The variations in incidence 

demonstrated an overall reduction in the incidence of PTSD with passing time, which may be an 

indication of a natural decline of PTSD clinical manifestations with passing time. It will be 

inappropriate, however, to marginalize the percentage of individuals who may have residual 

psychiatric disorders with passing time, considering the overall effects of these problems. 

This, nonetheless, does not seem to be true in all trauma cases. Some other studies have 

either found psychological problems to be stable over time or in some cases, get worse off.  For 

example, Craig and associates (2016) posited from their systematic review that, patients with 
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severe injuries which result in traumatic brain injuries and spinal cord injuries tend to have 

heightened incidence of psychological distress which either remained stable or worsoned over 

time. It is however important to note that this latter study used patients with TBI and SCI. 

Relatedly, Ajibe et al., (2015) reported that, psychosocial problems in orthopedic trauma patients 

were higher in later months (at three and six months) compared to the immediate post-injury period 

(at one and two months). However, in this latter study, psychosocial problems were least at four 

and five months post-injury, suggestive of an inconsistent result from studies even in the same 

population.  

Further, there have been reports suggesting that the site/location of an injury may have an 

impact on psychological adjustment and the overall qulality of life of the injured victims. Even 

though there are varied opinions in this regard, most reports are suggestive that, injuries to lower 

part of the body, particularly the lower extremities pose higher risk on psychological wellbeing. 

This was evident in the findings of Papadakaki  et al. (2017). Lower extremity injuries have been 

linked with delay in return to work and a substantial reduction in overall quality of life (Sluys, 

Shults, & Richmond, 2016) since this occurrence can worsen the stress experience. However, there 

are findings from other injury groups that suggest that, upper extremity injuries are more 

detrimental to psychosocial health than lower extremity injuries (Cheung, Alvaro, & Colotla, 

2003). In Australia, Baecher et al. (2018) explored the impacts of site of injuries and their severity 

on psychiatric sequele in using injured patients. One thousand and ninety eight patients were 

sampled during hospitalization and followed up at three months. The findings indicated that, injury 

severity score, injuries to the scalp and face significantly predicted elevated symptoms of PTSD. 

Further, the study found strong association between visible (external) injuries and severity of both 

PTSD deppresive symptoms. Unlike PTSD symptoms, depressive and anxiety symptoms were 
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related to injuries to the lower extremity. These findings suggest that, visible or physical injuries 

may cause severe negative psychological outcomes in the trauma patients. Portions of these 

findings are corroborated by Muscatelli et al. (2017) and Srahbzu, Yigizaw, Fanta, Assefa, and 

Tirfeneh (2018) who have identified that psychosocial problems and psychiatric symptoms are 

more prevalent in individuals with lower extremity injuries than those with upper extremity 

injuries. 

In contrast to the above propositions, other studies suggest such associations are either 

weak or non-existent. For example, in the same work by Muscatelli et al. (2017) they identified 

that, between the patients with  upper and lower extremity fractures, no significant variance in the 

experience of anxiety and depression symptoms were detected.   

There is also a growing evidence indicating that, the type and severity of injury may 

perpetuate psychococial problems. Vu et al. (2019) reported that, in RTA patients with injuries, 

the type of injury as well as the location may be determinative of the psychological wellbeing of 

the victim. Even though there is paucity of information on comparative studies, literature suggest 

some trauma populations and types pose greater risk to psychosocial problems than others. For 

instance, penetrating injuries have been described to be highly associated with depression (Ahl et 

al., 2017). Other studies on maxillofacial injuries have also reported increased psychological 

morbidities in patients with maxillofacial injuries as well (Aashish, 2015; Nayak et al., 2019; 

Yadav & Shrestha, 2017). Similarly, studies on orthopedic populations indicate that, this 

population may have higher risk for psychosocial problems than other populations due to the 

comparatively high percentages of psychological morbidities reported in such studies (Ajibade et 

al., 2015; Srahbzu et al., 2018). Meanwhile, findings from a comparative study from Nigeria 

(Braimah, Ukpong, Ndukwe, & Akinyoola, 2017) suggest that, patients with maxillofacial injuries 
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may manifest severe and prolonged symptoms of psychological problems than patients with long 

bone fractures.  

The claim on injury severity has however been found to be weak and that, such associations 

may be inconsistent over time. For instance, in the study conducted by Boals and colleagues 

(2017), they concluded that, injury severity score (ISS) did not significantly predict PTSD in their 

study. In this study, the reserchers examined  ISS for physical injuries in 460 respondents at  a 

level one trauma center and its effects on psychoscial problems at baseline, three months, six 

months and at twelve months. The findings indicated associations between the variables from 

baseline to six months. However, the study found that, at 12 months, ISS did not relate to PTSD 

and the effect sizes of the relationships with the other variables were small, which were likely to 

be rendered non-significant in the presence of multiple comparisons (Boals et al., 2017). Like the 

findings from this research, Roden-Foreman et al. (2018) have also argued that, injury related 

factors including cause of injury, type of injury, severity of injury and even hospital stay are not 

related with the development of psychological problems after injuries.  

General correlates of psychosocial problems in injured population in Africa have been 

reported in some available studies. Whilst some findings support other findings from advanced 

countries, there are somewhat variations and some unique findings. For example, Ajibade and 

associates (2015) conducted a cross sectional study to investigate the prevalence of psychiatric 

morbidity among RTA victims at an orthopedic hospital in Lagos. The results revealed that 

psychiatric problems were common in RTA victims (up to 65.2%). Common disorders identified 

included PTSD, anxiety, somatization, social dysfunction and service depression. Moreover, the 

findings revealed that, sociodemographic variables did not demonstrate any significant association 

with psychiatric problems even though they seemed higher in divorced and widowed group, men, 
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the unemployed, those without formal education and people between the ages of 56 and 65. 

However, some accident variables such as post-accident time, longer stay at the hospital (above 6 

months), car or vehicular accident were significantly associated with psychosocial problems. This 

is quite different from the findings of Yohannes and colleagues in Ethiopia as they described male 

gender and 1-3 months duration post-incident to be significant correlates of PTSD after RTA 

(Yohannes, Gebeyehu, Adera, Ayano, & Fekadu, 2018). However, both studies concur that, post-

injury time and gender may be significant variables in the development of psychiatric disorders 

post-traumatic injuries, as has been reported in some other western studies.  

2.3.3 Appraisal of Injuries and Psychosocial Problems 

Stress appraisal has been reported in various studies to significant influence the 

psychological experience of trauma victims. It has been suggested that how an event is appraised 

will determine the extent to which psychological symptoms like PTSD will be experienced 

(Mictchell et al., 2017). In a study in Kenya, Yueng and associates (2019) explored the longitudinal 

depression and anxiety symptoms in adult injured patients as well as their risk factors. They 

followed up patients on the telephone at 2-3 and 4-7 months after discharge. The study identified 

that, patients that had the worse appraisal of their stressor or health had elevated symptoms of 

depression and anxiety. These findings are corroborated by a similar study in South Africa where 

Machisa, Christofides, and Jewkes (2018) postulated that, appraisal of traumatic event negatively 

correlated psychological problems. In this study, samples were drawn from young men and women 

with stress to appraise their respective stressors. The study revealed that, women exhibited 

symptoms of psychological problems more than males. A further analysis revealed that, women 

appraised all traumatic events more negatively than men and had the greatest psychiatric 
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symptoms, emphasizing the importance of trauma appraisal in the development of psychiatric 

symptoms.   

Association between stress appraisal and PTSD has also been evaluated in adolescents with 

trauma. In one of such studies, random effects meta-analysis revealed that, PTSD symptoms 

become severe with concurrent severe trauma appraisal, with a cumulative effect size of r = .63, 

95% CI (.58 - .68), Z = 17.32, p ˂ .001 (Mitchell et al., 2017). 

2.3.4 Coping Styles and Psychosocial Problems  

“Coping is the process of using emotional, cognitive, and/ or behavioral strategies to 

manage one’s stress in order to reduce its potential harmful impact on psychological adjustment” 

(Garg et al., 2018, p. 492). The ability to cope effectively may be an important determinant of 

well-being across life span. However, inability to cope or failure to use the right coping mechanism 

may cause further psychological distress in individuals already confronted with life stressors 

(Mayordomo, Viguer, Sales, Satorres, & Meléndez, 2016). In general, literature suggests that, the 

choice and use of coping styles can impact on the overall physical and psychological wellbeing of 

individuals confronted with stressful situation (Olff, 2011; Proulx & Aldwin, 2015). Various 

specific styles of coping are identified in literature to be used by individuals with various stressful 

conditions and each type has its related psychological outcome.  

In one of such studies in India, Garg et al. (2018) explored the coping styles and life 

satisfaction in palliative care among 100 terminally ill cancer patients using observational cross 

sectional study with the COPE scale. The study revealed that, most patients used the religious and 

acceptance coping styles. The most effective coping style was identified to be the problem-focused 

coping. Further findings of this study indicated that, males showed more acceptance to their 

condition than females. However, females were identified to manifest higher problem-focused 
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coping style whilst the male sample demonstrated higher levels of emotion focused and avoidant 

coping. In evaluating the overall health and wellbeing of the sample, the study alluded that problem 

oriented coping strategies were positively related with better psychological wellbeing.  

 In an integrative review of literature on the psychosocial adjustment using burn patients, 

Attoe and Pounds-Cornish (2015) identified strong evidence that suggested that, psychosocial 

adjustment can be influenced by particular coping styles.  The work examined various studies from 

high income countries like the USA, Germany, Sweden, Australia and China.  Studies were 

selected based on robust appraisals on methodology. The researchers included longitudinal studies 

that were successfully completed and results of original studies. They found that, in most studies 

reviewed, the choice of coping had significant correlation with psychosocial wellbeing. A further 

critical evaluation revealed that, avoidant coping was particularly associated with negative 

psychosocial adjustment where as active or acceptance coping was associated with positive 

outcomes (Attoe & Pounds-Cornish, 2015).  

 In a related work, 178 patients with burns were recruited into a prospective study in Holland 

to identify how they coped with their injuries. The study further examined the role played by 

coping in recovery from PTSD post-injury. Avoidant coping style was found to correlate 

negatively with levels of PTSD at the hospital whilst emotion-focused coping showed no 

correlation with PTSD symptoms. Ironically, avoidant coping was not found to influence recovery 

whilst emotion focused coping had significant impact on recovery from PTSD. In all, the 

participants used more of active coping styles (M = 2.64 ± .63) than emotion focused (M = 1.78, ± 

.70) and avoidant (M = 1.79, ± .53) coping styles (Bosmans et al., 2015). Thus, the slightest 

utilization of avoidant coping may play more role in the development psychological problems than 

 University of Ghana http://ugspace.ug.edu.gh



28 
 

the other types of coping styles, whilst the use of emotion-focused coping may help in mitigating 

psychological morbidities. 

 The forgoing findings are similar to the findings from LMIC studies. Some available 

studies corroborate those from high income countries suggesting that coping and psychological 

adjustment may be a universal phenomenon. For instance, Noor et al. (2016) have reported from 

Pakistan that, positive coping strategies and problem focused coping were positively correlated 

with psychological wellbeing. They however indicated that, avoidant coping showed a negative 

relationship with psychological adjustment. The study further revealed that, positive coping 

strategies and problem focused coping significantly and positively predicted psychological 

adjustment whilst active avoidant coping strategy negatively predicted psychological adjustment. 

Meanwhile, a Tanzanian study seem to suggest that, adaptive coping styles such as problem 

focused and active emotion may not necessarily predict psychological wellbeing. In this study, 

most participants were found to have utilized adaptive coping strategies over maladaptive 

strategies, yet, the rates of depressive symptoms were very high (61%) (Obayemi et al., 2020).  

2.3.5 Social Support and Psychosocial Problems 

While acknowledging the role of appraisal and coping strategies in the development 

psychosocial problems, other important variables may as well contribute immensely to the 

relationship that exist between those variables. For instance, Kim (2013) has opined that, an 

individual ability to cope with stress may be influence by availability of social support. 

Conversely, a lack of social support may lead to a feeling of dejection, hopelessness, social 

seclusion and helplessness. This seem to suggest that, social support could be a predictor of 

psychological wellbeing. Social support may refer to the state of belonging to a social network of 

other individuals or group of individuals who show concern and usually ready to help during 

 University of Ghana http://ugspace.ug.edu.gh



29 
 

negative life events (Machisa et al., 2018). It could be conceptualized in different ways, such as 

“information leading an individual to believe that he is cared for and loved; esteemed and valued; 

and belongs to a network of commination and mutual obligation” (Cobb, 1976, p. 300).  It can also 

be in the form of receiving material or tangible assistance such as money or physical help in the 

performance of activities from the network. Social support is usually received from close relatives, 

friends and other significant others (Jalali-Farahani et al., 2018; Scheid & Wright, 2017). Perceived 

social support, which is sometimes referred to as “emotional support” is the perception that such 

a network is available and people with a stressor can turn to when necessary. The influence of 

social support (either perceived or actual) on psychological health has widely been studied in 

victims of abuse and violence, psychological problems as well as other traumatic events. Usually, 

these events are perceived to be stressful and individuals who perceive or receive adequate support 

demonstrate effective coping and maintain or regain relatively healthy psychological states 

(Gariepy, Honkaniemi, & Quesnel-Vallee, 2016; Machisa et al., 2018; I. Mitchell, Evans, Rees, & 

Hardy, 2014; Yohannes et al., 2018).  

Social support is therefore very key in the psychological adjustment of the injured victim. 

Extant literature suggest that, social support has negative correlation with psychological problems 

of various trauma victims.  For example, Ning and associates (2017) investigated how social 

support may affect trauma outcomes, basically PTSD after RTA in an emergency department in 

Yarqi, China. The study findings indicated significant association between PTSD scores and 

objective support, subjective support and social support. The results indicated significant negative 

relationship with respective correlation coefficient of -.27, -.30, and -.30. That is, the development 

of PTSD and other psychosocial problems may be upsurge by poor social support (Ning, Guan, & 
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Liu, 2017) since such victims are likely to adapt negative appraisals and maladaptive coping 

strategies (Cao, Qi, Cai, & Han, 2018). 

The results of a path analysis among coping, perceived stress, personality, social support 

and psychosocial problems in 4, 763 individuals indicated that, problem-focused coping was the 

most utilized coping style (M = 9.65 ± 2.12 versus 6.44 ± 1.49 for emotion-focused coping and 

3.41 ± 1.76 for avoidant coping). Correlational analysis indicated that, low social support was 

significantly related with increased depression (r = -.39) and anxiety (r = -.33) symptoms.    The 

study findings further indicated that, emotion-focused and problem-focused coping both showed 

significant negative correlation with depression and anxiety. Unlike previous studies, this study 

detected no significant relationship between avoidant coping and psychosocial outcomes 

(Roohafza et al., 2016). The findings from the pathway analysis indicated that, perception of stress 

directly and positively affected depression (.28) and anxiety (.33) whilst social support (-.09) and 

coping styles (-.08) negatively affected depression. There was also a direct negative effect of social 

support and coping on anxiety. These findings elucidate the significant role played by social 

network and coping in the psychopathology of individuals with stress (Roohafza et al., 2016). 

The report from a systematic literature review on associations between loneliness and PSS 

on development of psychosocial problems supports the preceding identified effects of social 

support on psychological wellbeing.  The reviewers concluded that, perceived social support is a 

principal determinant of psychological problems including depression, anxiety, panic disorder and 

other bipolar disorders. In support of this supposition, they further indicated that, in patients with 

mental health problems, perceived social supportive could predict symptom severity at subsequent 

points in time as well as remission rates. For instance, in patients with anxiety, the result of one 

study indicated that, low levels of PSS predicted severe anxiety (β = -0.15, CI [-0.30 – 0.06]) as 
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well as depressive symptoms (β = -0.16, CI [-0.28 - 0.08]), with respective ratios of 8.85 and 

10.51% subsequently at different times (Wang, Mann, Lloyd-Evans, Ma, & Johnson, 2018). 

In a related work, Tough and associates (2017) reviewed diverse empirical studies on 

associations that social relations have on psychological health and wellbeing.  Fifty eight studies 

that focused on social support were included, with which 45 were cross-sectional with thirteen 

longitudinal studies from various high income and LMICs. Mean sample size was found to be 

232.5 (range = 50 - 1455) with a mean age of 52.1 (range = 21-75). Common health conditions 

identified in the sampled research works included rheumatoid arthritis, multiple sclerosis, stroke, 

spinal cord injury and other non-specific physical disabilities. The results of the review showed 

that, thirty three of the forty five cross-sectional studies reported significant associations between 

social support and psychological wellbeing. Further report from the review indicated that, 14/25 

studies that studied depression found negative correlation between depression and social support. 

There were also negative correlations between social support and PTSD in 1/3 studies that 

examined PTSD. There were however positive relations between well-being and social support in 

8/14 studies on wellbeing. On longitudinal studies, some studies reported that, during the acute 

and initial stages of the stressful situation, there were increment in social support levels over time 

but declined at a later stage. Some studies however found only cross-sectional relationships. This 

seem to suggest that, in prolonged stress, friends, family members may not be readily available to 

provide such a support as they may do during the acute phase of the stress (Tough, Siegrist, & 

Fekete, 2017). 

Social support has been linked with resilience and effective coping in extant literature. It 

is thus seen to demonstrate some moderating effects on the relationship between coping and 

psychosocial problems. Moderator variable is used to refer to a variable that is capable of changing 
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the size or direction of a relationship between a predictor and an outcome variable (Holmbeck, 

1997). When evaluated theoretically, it means that, the effect of the independent or predictor 

variable on the dependent or outcome variable is dependent on the worth of a third variable (i.e 

the moderator) (Hayes & Matthes, 2009). This effects can be enhancing, buffering or antagonistic. 

The interaction effect of social support and coping on psychosocial wellbeing has been studied in 

some population and has demonstrated positive outcome. For instance, Machisa et al (2015) have 

posited that, women with domestic trauma who perceive their communities to be supportive 

develop high resilience. Dodd, Driver, Warren, Riggs, and Clark (2015) also found that, patients 

with spinal cord injuries who had higher levels of attachment avoidance had lower perceived social 

support, which ultimately related to lower perceived resilience and coping. Relatedly, a study of 

women with burns using a 31 item social support scale (SSS) to measure family support and PSS 

in Pakistan showed that, social support intensely influenced how patients coped with their 

conditions. The study further revealed that, social support was higher in the less educated patient, 

with the collectivist culture implicated in this finding (Idrees et al., 2017). This phenomenon, 

according to Jalali-Farahani et al. (2018) can have significant direct positive relationship with 

mental health related quality of life. 

 The above-mentioned evidence imply that, if victims of RTA with physical injuries receive 

adequate social support or have positive perceived social support, the psychological consequences 

of the injuries will be minimized. It will positively impact on their coping styles or mechanism and 

subsequently improve their overall quality of life. 
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2.4 Summary and Analysis of Literature Review 

Extant literature reviewed so far indicate that, psychosocial problems are common among 

patients with traumatic injuries. Among the causes of injuries identified, RTA related injuries are 

the major cause of concerns, and vehicular injuries are by far the most common type of RTA 

injuries. In both high income and LMICs, males and youth are the highest risk group involved in 

RTA and its related injuries. 

Among factors that are related with psychosocial factors, several factors were identified 

including demographic variables (sex, age, marital status, employment status, level of education) 

and injury characterizes (type of injury, location/site of injury and post-injury duration). For 

instance, orthopedic related injuries were identified to cause most psychosocial problems (Ajibade 

et al., 2015). Hospitalization was also identified to influence the level of psychological distress 

and other mental morbidities associated with traumatic injuries. In general, hospitalized patients 

tend to develop frequent and severe psychosocial problems than non-hospitalized or out-patient 

(e.g Ahl et al., 2017; Gopinath et al., 2015). 

Additionally, other personal and social variables such as appraisals, coping styles and 

social support have widely been implicated in the development and level of psychological 

problems. Negative form of appraisal such as appraisal of threat, centrality and uncontrollability 

have been linked with poor psychological outcome whilst appraisal of challenge and controllability 

were linked with good psychological health. Some studies also reported on the relationship 

between psychosocial problems and coping. The choice of coping style were found to significantly 

influence the development of psychological problems, and notably, avoidant coping was largely 

associated with poor health outcomes.  
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However, social support and patients choice of adaptive coping mechanisms have 

significant positive influence on maintaining good psychosocial health, as victims who focus on 

their problems (problem focused coping) and plan toward solving the said problems generally 

develop good psychological health as against those who try to avoid their problems. Notably, 

perceived social support was identified to influence how patients coped with their stressors. 

Perception of available social support in general was found to promote good psychological health. 

2.5 Hypothesized Model 

The figure (2.2) below describes the conceptual framework for the study. The model is suggestive 

that there will be relationship between patient’s background characteristics (sociodemographic 

variables, injury characteristics [type, location and duration] and patient status [hospitalized or 

non-hospitalized); Injury appraisals (primary appraisals [threat, centrality and challenge], 

Secondary appraisal [Controllable or uncontrollable], total perceived stressfulness); Coping styles 

(Avoidant coping, task oriented coping and emotion focused coping); and psychosocial outcomes 

(psychosocial distress and PTSD). It also suggests that, with adequate social support, patients will 

adopt effective coping styles which can subsequently promote good psychosocial health. 
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Figure 2.2: Conceptual Framework  

 

2.6 Gaps Identified in Literature and Justification for the Current Study 

1. Most studies were done in the high income countries and other LMICs outside Africa, 

although the incidence of RTA in Africa are very high. 

2. Almost all the studies both in high income countries and LMICs used trauma populations 

with TBI, SCI or orthopedic injuries. No study used patients with only skin or muscle or 

soft tissue injuries (i.e., non-involvement of skeletal system and nervous system). 

3. Most studies used only in-patients (hospitalized patients), with few studies using non-

hospitalized population. No study was done using both populations at the same time.  

 University of Ghana http://ugspace.ug.edu.gh



36 
 

4. Again, within LMICs and mostly in Africa, only one study tried to evaluate appraisal, 

coping and social support and how they impact psychological health in the RTA patient 

with physical injury. However, culture may influence appraisal and coping and the findings 

from other cultures may not be applicable in the Ghanaian setting. 

5. The prevalence of psychosocial problems were mostly inconsistent among the studies, 

including even studies conducted in the same country.  

6. With the important role played by stress appraisals, coping mechanisms and PSS in the 

development of psychosocial problems, studies assessing psychosocial problems in injured 

patients rarely examined these important constructs. Most available studies on PSS, coping 

and appraisals were found in studies conducted on patients with burns, cancer and other 

chronic medical conditions.   

Therefore, the current study seeks to establish the psychosocial problems in victims of RTA 

with physical injuries, with critical consideration of appraisals, coping styles and social support 

since literature on this field is woefully inadequate and inconsistent in Africa, especially in 

Ghana. Since the study is the first of its kind in Ghana using the current population, it will 

provide vital information on the study variables in the Ghanaian context and culture. 

2.7 Study Hypotheses:  

Hypothesis 1: there will be significant association between:  

a. sociodemographic characteristics (age, sex, level of education, marital status, ethnic 

background, employment status) and psychosocial outcomes of respondents. 

b.  injury characteristics (type, location, duration) and psychosocial outcomes of respondents 

Hypothesis 2: there will be significant difference in psychosocial outcomes of respondents: 

a. across the various categories of demographic variables 
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b. across the various injury characteristics of respondents 

c. between hospitalized (in-patients) and non-hospitalized (out-patients)  

 hospitalized patients will demonstrate higher levels/incidence of psychosocial 

problems than non-hospitalized patients. 

Hypothesis 3a: injury (stress) appraisal will significantly relate to coping styles of respondents. 

3b. injury appraisal, coping styles and PSS will significantly relate to psychosocial 

outcome of RTA injuries. 

Hypothesis 4: PSS will moderate the relationship between coping styles and psychosocial 

outcome of victims of RTA with traumatic injuries.  
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CHAPTER THREE 

 

RESEARCH METHODOLOGY 

3.0 Introduction  

This section of the study provides information on the research design and techniques 

employed in the study. It further highlights the setting of the research, study population, inclusion 

and exclusion criteria, determination of sample size and sampling technique employed for the 

study. Instruments used for data collection including their validity and reliability, data collection 

procedures, data management processes and ethical considerations are as well described in this 

chapter. 

3.1 Study Design  

The study employed a cross sectional survey. Cross sectional studies capture information 

about a particular population in a single point in time (Creswell, 2014). This method was 

considered the most suitable since the study was aimed at obtaining a wider picture of the 

psychosocial problems encountered by RTA victims with traumatic injuries. Moreover, cross 

sectional design was chosen since it was the best and most appropriate design to measure the 

prevalence of psychosocial problems whilst measuring the attributes of the psychosocial outcomes 

in the study population (Parahoo, 2014; Polit & Beck, 2010). It enabled the researcher to take a 

snapshot of the study population and to gain more insight into the psychosocial problems of the 

target population in a more economical way within a relatively short period. It is however 

important to state that, timing of cross sectional studies may not guarantee full representation of a 

population and cannot establish a causal effect of a particular phenomenon (Creswell, 2014; 

Sedgwick, 2014).  
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3.2 Study Setting  

The study was conducted in the Kumasi metropolis, the Ashanti regional capital. Kumasi 

is the second largest city in Ghana after Accra. It is a cosmopolitan community with diverse 

cultural and socio-economic activities strategically located in the middle part of the country.  

Currently, there are six sub-metropolitan districts (Bantama, Suame, Subin, Nyhiaeso, Manhyia 

North and Manhyia South) in the Kumasi metropolis, with an estimated total population of 

1,468,609 (United Nations Department of Economics and Social Affairs, 2019). Demographically, 

the population of Kumasi represents 36.2% of the total population of the Ashanti region with 

majority being females (52.2%) (Ghana Statistical Services [GSS], 2014). Even though Kumasi is 

a cosmopolitan town, majority of the populace are from the Akan ethnic group (85%), and majority 

are Christians. Economically, more than sixty five percent of the populace are employed, with 

majority engaged in trading and transportation (GSS, 2014). Mini buses, popularly called “trotro”; 

taxis and recently, tricycles, popularly called “Pragya” and “Aboboyaa” are the major means of 

transportation for vast majority of the populace. These vehicles and motor cycles are almost 

exclusively operated by males, mostly in their youthful ages. In spite of the pedigree and busy 

nature of Kumasi, most of the intra-city road networks remain untarred; and majority of the few 

tarred ones are very narrow with no pavements, with many others developing potholes. These 

factors, coupled with carelessness of some drivers, street and highway hawking and other known 

human factors contributing to road accidents make Kumasi an accident prone city (Acheampong, 

2020; Cobbinah, Gaisie, Oppong-Yeboah, & Anim, 2020; Gyimah, 2020), and consequently 

makes Kumasi an ideal location for the current study. The city has one teaching hospital and a lot 

of notable public, quasi and private health facilities that provide health care to the populace. 
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3.2.1 Study Sites 

The study sites included the only teaching hospital in the metropolis (Komfo Anokye 

Teaching Hospital [KATH]), Tafo Government Hospital and the Manhyia District Hospital. 

KATH is a 1200 bed capacity hospital that serves as the major referral center for the whole of the 

middle belt of Ghana (Ashanti, Ahafo, Bono, Bono East, Western North and some parts of the 

Eastern, Central, Northern and Western regions). The hospital has various departments and 

directorates that provide specialized care to all type of patients. Three directorates were used for 

the study, including the Orthopedic and Trauma, the Emergency Medicine and the Family 

Medicine directorates. The emergency medicine directorate is a 111 bed capacity ultramodern 

accident and emergency center that receives most RTA victims from these parts of the country as 

well as other West African countries. On the average, the emergency center receives approximately 

2300 cases of trauma in a year, and up to 77% of these cases are RTA related. The trauma and 

orthopedic directorate has a hundred and forty eight bed capacity for ward service, and a plaster 

room at the Accident and emergency center of KATH. It is a moderately well-equipped level 1 

trauma and orthopedic management center with four operating rooms. The family medicine 

directorate (formerly called Polyclinic) is the first point of call for most non-emergent cases at 

KATH. It provides 24 hour general and specialized primary care services to all patients of all age 

group, mostly on outpatient basis. Hospitalized patients were recruited from the Emergency 

medicine directorate and the adult orthopedic wards whilst the plaster room and wound dressing 

unit the family medicine directorate were used to recruit out-patients, at KATH. 

 The other two sites were the Manhyia District Hospital and Tafo Government Hospitals. 

These two hospitals are located in suburbs of the metropolis (Manhyia and Tafo respectively) that 

dominate in the use of “Pragya” and ‘Aboboyaa” in the metropolis. Both hospitals provide 24 hour 
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services in general and other specialized care. Each has an emergency center that manages accident 

victims with injuries mostly on outpatient basis. Tafo Government hospital has 59 bed capacity 

whilst Manhyia district hospital has 121 bed capacity. Participants from these hospitals were 

recruited at the respective wound dressing units where patient with RTA injuries dress their 

wounds on outpatient basis. 

3.3 Target population 

The population of the study involved patients (in and out patient) who were involved in 

road traffic accident in the Kumasi Metropolis. The target population were adult (18 years and 

above) RTA victims with injury who were receiving care at the selected study sites either as in 

patients (hospitalized) or out patients (non-hospitalized) during the study period (March, 2020 – 

July, 2020). 

3.4 Inclusion and Exclusion Criteria 

3.4.1: Inclusion Criteria 

a. Hospitalized patients: For patients who were on admission at the hospital during the 

period for the study, inclusion for the study included: 

1. having been admitted for at least twenty four (24) hours due to an injury from 

RTA before recruitment process. 

2. having evidence of an injury (wound and/or fracture) from  RTA  

3. being 18 years of age and above 

4. being a Ghanaian (to ensure the data is specific to the Ghanaian culture) 

5. those who showed willingness to partake in the study, including giving of 

consent. 
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b. Non-hospitalized patients: For patients not on admission during the survey, inclusion 

included: 

1. meeting criteria 2-5 in (a) above 

2. having been treated at an orthodox hospital for RTA related injury. 

3.4.2 Exclusion Criteria 

1. RTA patients who had traumatic brain injury (TBI). 

2. RTA patients who had spinal cord injury (SCI). 

3. Unconscious patients. 

4. Patients with pre-existing, diagnosed psychiatric problems before the RTA. 

5. Patients diagnosed with psychiatric problems after the incident. 

3.5 Sample Size Determination  

The sample used for this study was 425. This number was calculated using the Kish and 

Leslie method since the researcher had no knowledge on the variability of the study population 

coupled with non-availability of a previous sample for a similar study at the study sites (Israel, 

1992; Kish, 1965). With 95% confidence interval and a 5% margin of error, the sample size was 

calculated as: 

n = Z2 (p*q)/d2, where: 

n = sample size 

Z = confidence level of 1.96 at 95%  

p = estimated prevalence of 50% (.5) 

q = (1-p) = (1-.5) = .5 

 University of Ghana http://ugspace.ug.edu.gh



43 
 

d = error margin = .05 

n = 384.16 

 To cover for non-respondents and incomplete data, 10% of the calculated sample size was added 

giving an approximate sample size of 423, which was rounded up to 425. 

3.6 Sampling Technique 

The convenient sampling technique was used to select prospective respondents for the 

study. Since the study sites involved three different facilities, non-proportionate quota sampling 

method was initially used to determine the number of respondents in each facility. However, with 

the outbreak of the novel COVID-19 pandemic, and limitation imposed on movement of persons 

and vehicles in the Greater Kumasi metropolis (Ministry of Interior, March 28, 2020), patient 

census reduced drastically in these facilities, especially accident victims at KATH (Ghana News 

Agency, September 29, 2020). For this reason, all patients that presented at the study sites and met 

the inclusion criteria during the period of data collection were included in the study until the sample 

size was reached (Alvi, 2016; Barreiro & Albandoz, 2001; Parahoo, 2014).  

3.6 Background Characteristics of Respondents 

The table (2) below summarizes the background characteristics of the respondents. Four 

hundred and twenty three (423) participants responded to the study questionnaire out of the 425 

recruited for the study. This represented 99.5% response rate. Out of this, a total of three hundred 

and eighty two (382) questionnaires were fully complete and included in the analysis. On 

demographic characteristics, 257 (63.3%) of the respondents were males and 125 (32.7%) females. 

The mean age of respondents was 36.80 years (SD = 11.53). On educational background, 157 

(41.1%) had attained Junior high school education with 99 (25.9%) and 38 (9.9%) attaining a 
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secondary and tertiary education respectively. Respondents were either Christians (69.9%, n = 

267) or Muslims (31.1%, n = 115). Most of the respondents were Akans (56.3%). 

In reference to the clinical/injury characteristics of respondents, 275 (72%) were 

hospitalized and 107 (28%) were non-hospitalized patients. Two hundred and nine respondents 

representing 54.7% were involved in vehicular accidents and 116(30.4) were involved 

motorbicycle accidents. With respect to location of injuries, 49.5% (n=189) had injuries to the 

lower limbs and 26.7% (n =102) sustained injuries to the upper limbs. 44% (n = 168) had closed 

fracture and 27.5% (n =105) had sustained abrasions and/or lacerations. More than half of the 

respondents (53.7%) had injury duration of less than one month. 
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Table 3.1: Summary of Background Characteristics of study Respondents 

Variable  Category  Frequency (N=382) Percentage (%) 

a. Demographic data    

Gender 

                              

Males 

Females 

257 

125 

63.3 

32.7 

Age Range 

      

 

 

Mean Age (SD)             

18 – 25 

26 – 39 

40 – 60 

Above 61 

36.80 (11.53) 

72 

165 

134 

11 

18.8 

43.2 

35.1 

2.9 

Level of Education None  

Primary  

Junior High (JHS) 

Senior High (SHS) 

Tertiary  

24 

64 

157 

99 

38 

6.3 

16.8 

41.1 

25.9 

9.9 

Religion  Christian  

Muslim  

267 

115 

69.9 

30.1 

Marital Status Single  

Married  

Divorced  

Widowed  

Co-habiting  

114 

214 

18 

14 

22 

29.8 

56.0 

4.7 

3.7 

5.8 

Ethnicity  

 

Akan  

Northerner  

Ga/Dangme 

Ewe  

Others  

215 

134 

8 

12 

13 

56.3 

35.1 

2.1 

3.1 

3.4 

Occupation  Civil Servant  

Self Employed 

Farmer  

Unemployed  

Student  

Others  

50 

199 

83 

26 

17 

7 

13.1 

52.1 

21.7 

6.8 

4.5 

1.8 
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b. Clinical  

Characteristics 

   

Type of Patient Hospitalized  

Non-hospitalized 

275 

107 

72 

28 

Type of RTA Vehicle  

Motorbicycle  

Bicycle  

Tricycle  

209 

116 

4 

53 

54.7 

30.4 

1.0 

13.9 

Type of Victim Driver/Rider 

Passenger  

Pedestrian  

129 

147 

106 

33.8 

38.5 

27.7 

Location of Injury Head and Face 

Upper Limbs 

Trunk 

Pelvis  

Lower limbs 

Multiple Sites 

40 

102 

28 

13 

189 

10 

10.5 

26.7 

7.3 

3.4 

49.5 

2.6 

Type of Injury  Abrasions/Lacerations 

Blunt Tissue Injury 

Closed Fracture 

Compound Fracture/ 

Fracture with Lacerations 

Near Amputation 

/Amputation 

Dislocation  

105 

10 

168 

 

87 

 

3 

9 

27.5 

2.6 

44.0 

 

22.8 

 

.8 

2.4 

Duration of Injury  Less than one Month 

1 – 3 months 

4 – 6 months 

Beyond 6 months 

205 

122 

44 

11 

53.7 

31.9 

11.5 

2.9 
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3.7 Data Collection tools /Measurement instrument  

The study utilized five (5) validated scales, which include: The Stress Appraisal Measure 

for measuring appraisal, Coping Inventory for Stressful Events for coping styles, Multidimensional 

Scale for Perceived Social Support for social support, General Health Questionnaire for 

Psychosocial distress (anxiety, social dysfunction and lack of confidence) and the Primary Care 

PTSD screen for PTSD. Participants’ background data including Demographic information 

(gender, age, educational background, marital status, religion, ethnic background and employment 

status) and injury/clinical characteristics (type of RTA, type of victim, type of injury, location of 

injury, post injury/incident duration) as well as status of participant (hospitalized or non-

hospitalized) were also collected. 

3.7.1 Stress Appraisal Measure (SAM) (Peacock & Wong, 1990) 

The Stress Appraisal Measure (SAM) is a self-reporting scale used to measure how a 

person assesses a particular stressful situation. It contains variables for measuring primary and 

secondary stress appraisal and overall perceived stressfulness (Peacock & Wong, 1990). It has 28 

items rated on a 5-point Likert scale ranging from 1 (“not at all”) to 5 (“extremely”). It has 7 

subscales intended to measure threat, challenge and centrality  (primary appraisal) and then 

controlled-by-self, controlled –by-others and uncontrollable-by-anyone (secondary appraisal). The 

seventh subscale measures general perceived stressfulness. “Threat appraisals” relates to the 

probability of an imminent harm/loss and “challenge” appraisals mirror an expectation of a growth 

or gain from the stress. “Centrality” relates to the perceived importance of an event for the 

individual’s wellbeing, and it is “assumed to be orthogonal to both threat and challenge” (Peacock 

& Wong, 1990, p. 228). The secondary appraisal measures evaluate the individual’s perception of 

control over the stress, and are believed to be associated with different forms of coping. In the 

 University of Ghana http://ugspace.ug.edu.gh



48 
 

original study of the scale, good internal consistencies were obtained, ranging from .51 to .90 for 

the seven subscales in three different studies (Peacock & Wong, 1990). It has demonstrated good 

psychometric properties with good Cronbach’s alpha across studies. A Cronbach’s alpha of .78 

was reported for this study, with alpha of the subscales ranging from .65 to .84. 

3.7.2. Coping Inventory for Stressful Situations- short form (CISS-21) (Endler & Parker, 

1990; Schwarzer & Schwarzer, 1996; Cohan et al., 2006) 

The CISS-21 is a validated tool that is used to evaluate three common forms of coping. 

The tool is useful in determining the specific coping style of an individual and promotes a clearer 

comprehension of the relations that exist between an individual’s coping styles and his 

psychological wellbeing. There are various forms of the CISS used in either adolescent or adult 

populations, with the original scale consisting of 48 items. CISS–21 is a short form of the scale 

with three subscales that measure three coping styles: avoidant coping (AC), emotion-focused 

coping (EFC) and task-oriented coping (TOC).  Each subscale is measured with seven items, in a 

5 point Likert format from “not at all” (1) to “very much” (2). TOC is linked with greater happiness 

and involves considering a stressful event as problem to be solved.  EFC focuses on vindicating 

emotional stress whilst avoidant coping focuses on the postponement of dealing with the current 

problem. Both EFC and AC are usually related to unhealthy psychological phenomenon (Howlett 

et al., 2015; McWilliams, Cox, & Enns, 2003). Items on the TOC include items 2, 6, 8, 11, 13, 16 

and 19. EFC is measured with items 3, 5, 10, 12, 14, 17, and 20 whilst items 1, 4, 7, 9. 15, 18 and 

21 measure AC. Items on the individual subscales are summed up and the mean of the various 

subscales is used to determine the most frequent coping style used. Examples of items on the scale 

include: “work to understand the situation” (TOC); “feel anxious about not being able to cope” 

(EFC) and “take time off and get away from the situation” (AC).  
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The scale has demonstrated to be valid and reliable across studies. Some recent authors 

have reported Cronbach’s alpha of the subscales and total scale ranging from .76 to .89 (Nazemi, 

Raad, Kermanian, & Rahmani, 2015; Olabisi et al., 2020). In this study, an alpha level of .81 was 

reported for the total scale. 

3.7.3 Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet, & Farley, 

1988)  

The Multidimensional Scale of Perceived Social Support (MSPSS) is designed to 

quantitatively measure a person’s belief of availability of the social support obtained from three 

sources: family support (FAM), friends support (FRI) and significant others support (SO).  The 

MSPSS is a twelve item scale measured on a 7-point Likert format from “very strongly disagree” 

(1) to “very strongly agree” (7). Each source of social support is measured with 4 items. FAM 

items consist of items 3, 4, 8 and 11. Items 6, 7, 9 and 12 measure support from friends (FRI) 

whilst significant other support (SO) is measured with items 1, 2, 5 and 10. The items are summed 

to get an overall level of social support, and scores of 12-48; 49-68 and 69-84 are suggestive of 

low, moderate and high social support respectively (Zimet et al., 1988). Examples of items on the 

scale include: “I can talk to about my problems with my family” (FAM), “I can count on my friends 

when things go wrong” (FRI) and “There is special person in my life who cares about my feelings” 

(SO). 

The MSPSS has good internal reliability and test-re-test reliability and has demonstrated a 

robust factorial validity in various locations, with studies generally reporting Cronbach’s alpha 

from .70 to .94 in clinical samples (Aloba, Opakunle, & Ogunrinu, 2019; Dambi et al., 2018; 

Dambi, Tapera, Chiwaridzo, Tadyanemhandu, & Nhunzvi, 2017). In Ghana, the MSPSS has been 

validated in adolescent population, and showed good psychometric properties (Wilson, Yendork, 
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& Somhlaba, 2017). The Cronbach’s alpha for this study was .90 (.84 for FRI, .89 for FAM and 

.93 for SO). 

3.7.4 The General Health Questionnaire – 12 (Goldberg & Williams, 1988) 

The General Health Questionnaire (GHQ) is a general tool that is commonly used to 

identify individuals that are seemingly at risk of developing psychiatric morbidities in the general 

population. It is also used in the general clinical settings to estimate the extent of psychological 

distress in non-psychiatric patients. It evaluates the respondents’ present health status in reference 

to his or her usual state. The original questionnaire had 60 items (GHQ - 60). After the initial 

development, several versions have been developed and validated, including versions 30, 28, and 

12. The current study used the last version (GHQ - 12), which is a 12 – item scale measured through 

four indexes. The scale is either scored using the “bi-modal” technique (0-0-1-1) or the Likert 

scoring technique (0-1-2-3) as suggested by the GHQ manual (Goldberg & Williams, 1988). In 

the Likert scale, zero indicates a very healthy state and 3 indicates a poor health and total score 

may range from 0 to 36. According Goldberg and Williams (1988), the use of the “bi-modal” 

scoring technique has an advantage of eliminating any response biases. For this reason, the bi-

modal technique was used for this study. The scores are summed up ranging from 0 to 12, with 

varying threshold used as the cut off point for sensitivity and specificity.  

The scale has three subscales which measure four psychosocial problems in the 

respondents, including anxiety and depression (items  2, 3, 4 and 5); social dysfunction (items 1, 

8, 9, 10, 11 and 12) and loss of concentration/lack of confidence (items 6 and 7). Examples of 

items on the scale include “felt that you could not overcome your difficulties” (mixed anxiety and 

depression); felt that you are playing a useful role in life” (social dysfunction) and “been losing 

confidence in yourself” (lack of confidence). The scale is however often used to evaluate 
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psychological distress instead of diagnosing specific psychiatric problems like anxiety and 

depression. The mean GHQ score for the study population can be used as a threshold for cut off 

points (Goldberg, Oldehinkel & Ormel, 1998; Furuawa & Goldberg, 1999). 

For research purposes, the GHQ-12 has proven to be the most reliable, quick and sensitive 

tool for assessing psychosocial distress. It has been used successfully in large cross-sectional 

studies in diverse populations and culture. It correlates very well with psychiatric disorders in 

primary health care settings, and has demonstrated good psychometric properties (Elovanio et al., 

2020; Gnambs & Staufenbiel, 2018). The scale has been validated in various populations 

(including Ghana), mostly in adolescent and has proven to be reliable and valid. The reported 

Cronbach’s alpha ranges from .75 to .91 (Adayonfo & Okoh, 2015; Darko, Björkqvist, & 

Österman, 2019; Glozah & Pevalin, 2017; Pérez et al., 2020; Verschuur, Maric, & Spinhoven, 

2009). In this study, an alpha level of .75 was reported. A cut of point 4.29 (the mean GHQ 

obtained for the study population) was used to estimate prevalence of psychosocial distress. 

3.7.5 The Primary Care PTSD Screen for DSM-5 (PC- PTSD-5) (Prins et al., 2003) 

The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) was developed to evaluate 

chances of PTSD in respondents who have been exposed to a possible traumatic event. It is usually 

administered at least thirty (30) days after a traumatic event (Warren et al., 2016). It commences 

with an item intended to determine if the respondent has had an exposure to a traumatic event. 

Only patients who respond “yes” are assessed with the tool. It is a 5-item tool that elicits a “yes” 

or “no” response for each item on how the traumatic event has affected him or her in the past 

month. In this study, the first question was omitted since all prospective respondents were RTA 

survivors. Preliminary results from studies that sought to validate the tool suggested a “cut-off” 

point of 3 as “optimally sensitive” for possible PTSD (that is if a respondent responds yes to any 
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three questions). A “cut-off” point of 4 is considered “optimally efficient” for possible PTSD as 

this balances a false negative and a false positive results (Prins et al., 2015; Prins et al., 2016).  

3.8 Pre-testing of Questionnaire  

The final instrument for the data collection was pre-tested at the Holy Family Hospital, 

Techiman in the Bono East region. This was essential to ensure that the questionnaire was reliable 

and as such, will produce valid results before being used for the main work.  After securing ethic 

approval from the ethic review board of the GHS, an introductory letter from the school of Nursing 

and Midwifery (University of Ghana) was sent to the Medical Director of the pre-test site with a 

copy of the ethic approval letter. The study questionnaire was administered to thirty two (32) 

patients with RTA injuries who were conveniently sampled. Informed consent was sought from 

participants before administering the questionnaires. A major fallout from the pilot study indicated 

that, most items were left unanswered in out-patient participants who took the questionnaires 

home. A subscale under the SAM and PTSD scale had poor Cronbach’s alpha. These issues were 

addressed by training research assistants to go through questionnaires with participants whilst 

returning them so as to guide them to complete sections they left, upon their consent. Some words 

of the scales that performed poorly in the pre-test were modified and re-tested during the actual 

data collection process. Research assistants were also encouraged to assist respondents in case they 

needed any explanation on the scales before answering them. The Cronbach’s alpha for the various 

scales for the pre-test are summarized in the table below. 
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Table 3.2: Validity of the Selected Scales from pre-test study of 32 Participants 

Scale  M  SD Alpha 

Stress Appraisal Measure (SAM): Total (Total) 

  Threat 

  Challenge  

  Centrality  

  Controlled by Others 

  Controlled by Self 

  Uncontrollable by Anyone    

  General Perceived Stressfulness 

 

12.47 

9.63 

13.03 

10.22 

13.38 

7.09 

9.63 

 

3.72 

2.03 

3.27 

3.72 

3.64 

3.04 

3.18 

.79 

.72 

.45 

.69 

.87 

.88 

.87 

.76 

Coping Inventory for Stressful Situation (CISS): Total 

   Emotion Focused Coping  

   Task Oriented Coping 

   Avoidant Coping 

 

17.50 

19.63 

12.69 

 

3.93 

5.22 

4.19 

.69 

.69 

.77 

.78 

General Health Questionnaire (GHQ): Total (.91) (1.16) .76 

Post-Traumatic Stress Disorder 1.34 1.23 .44 

Multidimensional Scale of Perceived Social Support 

(MSPSS) (Total) 

  Family 

  Friends 

  Special Person 

 

(58.40) 

23.19 

15.78 

19.44 

 

(10.77) 

3.93 

5.23 

5.68 

 

(.86) 

.82 

.89 

.93 
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3.9 Data Collection Procedure 

Necessary ethic approvals were obtained from the appropriate institutions / boards before 

commencing the study. For the data collection process at the GHS facilities (Tafo and Manhyia 

Government Hospitals), an introductory letter from the Mental Health Department of the School 

of Nursing and Midwifery (UG) was obtained and sent to the Regional Health Directorate, together 

with a permission letter and a copy of the ethic approval letter.  An approval letter was then 

obtained from the Regional Director of Health Services granting permission to the study sites. At 

the respective study sites, a further approval was obtained from the Medical Directors and the 

Deputy Directors of Nursing Services (DDNS) before permission was granted to access the 

patients. Similarly, at the Komfo Anokye Teaching Hospital (KATH), a permission letter was 

obtained from the Institutional Review Board (IRB) to the three directorates (Family Medicine, 

Emergency Medicine, and Trauma and Orthopedics) where the participants were to be recruited. 

The heads of the various directorates then granted permission to access the patients at the various 

units/wards. Five research assistants were recruited and thoroughly trained to support the student 

(principal investigator) in the data collection process (three at KATH and one each at the other two 

study sites). These recruited research assistants had no prior working relationship with the 

principal investigator. 

Before contacting respondents at the various units (at all study sites), the nurse-in-charges 

and other nurses on duty introduced the researcher (or his assistants) to patients who met the 

inclusion criteria.  Respondents were then engaged individually to seek for their informed consent 

after reading out the participants’ information sheet to them. Those who willingly consented to 

partake in the study were made to confirm their consent by signing /thumb printing the consent 

form voluntarily and were also given copies of the participant information sheet. For the data 
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collection process at Tafo and Manhyia Government hospitals, the printed form of study 

questionnaires were then administered to the participants to respond at their convenient time. 

Participants who wished to take the questionnaires home were allowed to do so and filled 

questionnaires were collected during their next visit to the unit. The questionnaires were however 

crosschecked for completeness and participants who needed extra explanation to respond to 

unfilled items were attended to accordingly.  

At KATH, the study questionnaire was transported onto a data collection software (Open 

Data Kit [ODK]). Copies of the software with the study instrument were installed on four different 

iPads which were used for the data collection process. Participants who were adept in the use of 

the device were given the iPads to respond to the questionnaire, with the researchers at stand by to 

offer needed support. In both situations, the instructions and items on the questionnaire were read 

and explained to participants who could not read or understand English language in the local 

dialect (Afukaar et al.) by the researcher or his assistants or a preferred interpreter by the 

participant. All participants who were approached accepted to partake in the study, two did not 

return the questionnaires and fifty nine participants failed to respond to approximately 25% or 

more of the items and were thus withdrawn. Consequently, 382 completed questionnaires were 

included in the analysis. 

3.10 Ethical and Safety Considerations 

Ethic clearance was pursued at the Ethics Review Board of the Ghana Health Services 

(GHS), Accra and the Institutional Review Board of the Komfo Anokye Teaching Hospital 

(KATH-IRB), Kumasi. At KATH, a Certificate of Registration was first obtained from the 

Research and Development (R&D) unit before applying and obtaining ethic clearance from the 

KATH-IRB.  An introductory letter was obtained from the School of Nursing and Midwifery and 

 University of Ghana http://ugspace.ug.edu.gh



56 
 

the letters of prove of Ethic clearance were then sent to the various facilities (in the case of GHS 

facilities) and departments (in the case of KATH) where the data was to be collected. Further 

permission was sought from the managers of these units/departments/wards before contacting 

prospective participants.  

Patients who consented to partake in the study were given general information about the 

study on the purpose and objectives for the study. The researcher and/or his assistants informed 

the participants that, the social and psychological problems they may encounter following RTA 

injuries were to be solicited.  They were also informed that, the study posed no direct risks to their 

lives. Participant information sheet describing the possible benefits, potential risks, voluntary 

participation, and confidentiality, among others were read and explained to participants. Those 

that agreed were then made to sign or thumbprint a consent form provided by the researcher or his 

assistants voluntarily before questionnaires were administered to them.  

Participants who declined to be part in the study as well as those who opted to withdraw 

from the study were not coerced. They were pre-informed not to write their names, in-patient 

number or any identifier on the questionnaire throughout the data collection process. Any identifier 

found on completed questionnaires was recoded to maintain privacy of participants and all 

completed questionnaires were assigned anonymous codes. They were also assured that, the 

information they would provide was only going to be used for the purpose of this research. 

3.11 Data Analysis Process 

Data analysis process is the systematic process of making data meaningful and to be 

presented in a thoughtful way. It is an integral part of the whole research process (Parahoo, 2014). 

The process begun with data management, which is a means of bringing out comprehensive, 

communicative, valid and reliable information from the data collected from respondents. The 

 University of Ghana http://ugspace.ug.edu.gh



57 
 

management process started with cleaning the data comprehensively. Data collected using the 

software (ODK) was extracted as string variables in an excel spread sheet. It was then cleaned by 

checking for blanks in each column of the excel spread sheet. Participants with significant missing 

variables (≥ 25%) were deleted from the excel spread sheet. For the printed version of the 

questionnaire, all filled questionnaires were cross checked systematically for completeness and 

those that were improperly filled as well as those with significant missing items were withdrawn 

from the analysis.  

The data was then coded appropriately and according to the guidelines prescribed by the 

respective scales used in the study in a code book before entering same manually into the computer 

software (Statistical Product and Service Solutions [SPSS] version 21). The string variables from 

the ODK were converted to numerical variables in accordance with the generated codes by the 

researcher before it was transported onto the SPSS. Missing items were coded as “99” whilst non-

applicable items were coded as “88”. One trained research assistant was made to go through the 

processes in both cases in different files to minimize systemic errors. The two completed files were 

then compared using formulas in the SPSS such as frequencies for all variables in the study and 

identified discrepancies were rectified before actual data analysis begun. Eleven respondents had 

some few missing variables on some subscales, notably challenge, centrality and significant other 

subscales. The arithmetic mean values of the said subscales were computed and were used to 

replace the respective missing values (Enders, 2010).  

Descriptive statistics including means, frequencies and standard deviation were used to 

describe the data where applicable. Items in the subscales of the SAM, CISS-21, MSPSS and 

GHQ-12 were computed and weighed to obtain their mean scores and their standard deviations. 

The total mean scores and standard deviations of the GHQ-12, MSPSS and PTSD scales were 
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obtained by computing and weighing all items on the respective scales. Necessary data 

transformations were done to aid in analysis, especially for the background characteristics of 

respondents. Normality testing was done for all continuous variables as well as other assumptions 

of parametric analysis before commencing analysis. Except otherwise stated, all significant values 

in the study were set at an alpha level of ˂ .05, at 95% confidence interval. 

Following the initial descriptive statistics and assumption tests, inferential statistics were 

conducted to test for the various study hypotheses. However, for the purposes of this statistics, the 

original background data of respondents (in table 3.2) were transformed as much as possible since 

some categories in the various variables had few or no cases. Accordingly, under demographic 

data, marital status was dichotomized into married (consisting of those married and those co-

habiting) and not married (consisting of single, widowed and divorced categories) groups. 

Ethnicity was also transformed to three main categories; Akans, Northerners and others (consisting 

of all other ethnic groups outside of the aforementioned two). Occupation was also transformed to 

a dichotomous variable, gainfully employed (for civil servants, self-employed and farmers) and 

not gainfully employed (consisting of the not employed category, students and others). 

Under injury characteristics, type of RTA was dichotomized into vehicle and motor or 

cycles (for all non-vehicular accidents). Location was also transformed to three main categories; 

upper part of body (consisting of injuries to the face and head, trunk and upper limbs), lower part 

of the body (consisting of injuries below the waist line, i.e. pelvis and lower limbs) and multiple 

sites. Type of injury was also dichotomized into skin and soft tissue injuries and musculoskeletal 

injuries. 

 Following successful data transformation, the Pearson’s chi square test was used to assess 

for associations between the background variables and the dichotomized outcome variables 
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(Psychosocial distress and PTSD); analysis of variance (ANOVA) test and independent sample t-

test were used to examine any variations in psychosocial problems among the participants’ in 

relation to their background characteristics, the Pearson’s product-moment correlation (Pearson’s 

r) was used to investigate the correlations between the continuous variables of the study.  

For moderating effect of PSS on coping and psychosocial problems (psychosocial distress), 

the hierarchical multiple regression analysis was used in five different models/blocks. Before this 

analysis, categorical variables with more than two categories (injury duration) were dummy coded 

before they were entered into the model whilst dichotomous variables were entered directly into 

the model. In order to avoid multicollinearity and as such prevent Type I error, all continuous 

independent variables were mean centered before their interactions terms were computed (Aiken, 

West, & Reno, 1991; J. Cohen, P. Cohen, West, & Aiken, 2013). Two-way interactions between 

the predictor variables and the outcome variables were created through multiplication of predictor 

variables and perceived social support (such as emotion focused coping x perceived social 

support). 
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CHAPTER FOUR 

FINDINGS 

4.0 Introduction  

This chapter provides summary of the findings of the study the study on the Psychosocial 

Effects of Traumatic Injuries of RTA victims. In this chapter, the study variables were succinctly 

described using descriptive analysis such as frequencies, means and standard deviations. The 

hypotheses formulated in the chapter two of this work were analysed using four statistical tools as 

noted previously.  

4.1 Descriptive Statistics 

4.1.1 Preliminary Analysis 

Table 4.1 summarizes the means (M), standard deviations (SD), Cronbach’s alpha (α) and 

normality testing of the study variables. The reliability coefficients obtained ranged from .64 to 

.84 for stress appraisal scale, .77 to .83 for coping inventory, .84 to .93 for social support scale, .47 

to .63 for general health questionnaire (.75 for total scale). Normality testing was done using 

skewness and kurtosis to determine the extent to which the tests used in the study were normally 

distributed across the  scores of the respondents since Shapiro Wilk and Kolmogorov-Smirnov test 

may not be reliable in large sample sizes (example exceeding 300) (Altman & Bland, 1995; 

Ghasemi & Zahediasl, 2012; Kim, 2015). Generally, skewness ranging from -1 to 1 is considered 

normal and -2 to 2 is considered acceptable (George & Mallery, 2010). Moreover, Kim (2015) 

averred that, either an absolute skewness value greater than 2 or an absolute kurtosis greater than 

7 may be used as reference values to determine substantial non-normality.  Impliedly, the data is 

normally distributed.  
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The means of the various study measures as well as the total scores for scales with subscales 

were calculated where applicable. The results indicate that, the most common type of primary 

appraisal used by the respondents was centrality, with a mean of 10.39 (SD = 3.18) with challenge 

identified as the least form of primary appraisal (M = 8.74, SD =2.36). Regarding secondary 

appraisal, controllable by self was the most common type identified among respondents (M = 

11.24, SD = 3.20) whereas uncontrollable was the least common secondary appraisal type 

identified (M = 7.12, SD = 2.30). Task oriented coping (M = 19.32, SD = 5.02) and family support 

(M = 22.47, SD = 5.02) were identified as the common coping style and form of social support 

among respondents respectively. 
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Table 4.1: Summary of Means, Standard Deviations, Alpha, Skewness and Kurtosis of Measures used in the Study  

Variable/Scale  No. of items Mean  SD Min Max Alpha Skewness  Kurtosis  

SAM (Total) 

  Threat 

  Challenge  

  Centrality  

  CBO 

  CBS 

  UNCT    

  GPS 

   

(28) 

4 

4 

4 

4 

4 

4 

4 

 

10.22 

8.74 

10.39 

8.41 

11.24 

7.12 

8.48 

 

3.05 

2.36 

3.18 

2.37 

3.20 

2.30 

3.03 

 

4.00 

4.00 

4.00 

4.00 

5.00 

4.00 

4.00 

 

19.00 

18.00 

20.00 

17.00 

20.00 

18.00 

20.00 

(.78) 

.75 

.65 

.75 

.68 

.78 

.74 

.84 

 

.55 

1.01 

.41 

.71 

.32 

1.26 

.88 

 

-.06 

1.56 

-.17 

.37 

-.54 

2.87 

.63 

CISS (Total) 

   EOC 

   TOC 

   AC 

(21) 

7 

7 

7 

 

15.52 

19.37 

13.58 

 

4.56 

5.02 

4.29 

 

7.00 

7.00 

7.00 

 

30.00 

35.00 

29.00 

(.81) 

.83 

.79 

.77 

 

.61 

.49 

.74 

 

-.013 

-.014 

.13 

GHQ (Total) 

   Anxiety/Depression  

   Social Dysfunction 

   Lack of Confidence  

(12) 

4 

6 

2 

(4.29) 

1.39 

2.59 

.31 

(2.8) 

1.29 

1.58 

.58 

(.00) 

.00 

.00 

.00 

(12.00) 

4.00 

6.00 

2.00 

(.75) 

.63 

.57 

.47 

(.64) 

.52 

.11 

1.74 

(.02) 

-.88 

-.66 

1.93 

PTSD 5 1.45 1.31 .00 5.00 .53 .67 -.19 

MSPSS (Total) 

  Family 

  Friends 

  Special Person 

(12) 

4 

4 

4 

(60.34) 

22.47 

17.93 

19.94 

(10.06) 

4.11 

3.50 

4.85 

(30.00) 

10.00 

7.00 

4.00 

(82.00) 

28.00 

28.00 

28.00 

(.90) 

.89 

.84 

.93 

(-.61) 

-.51 

-.67 

-.56 

(.21) 

-.29 

.83 

-.05 
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Note: 1. SAM = Stress Appraisal Measure, 2. CBO = Controlled by Others, 3. CBS = Controlled 

by Self, 4. UNCT = Uncontrollable, 5. GPS = General Perceived Stressfulness, 6. CISS = 

Coping Inventory for Stressful Situations, 7. EOC = Emotion Oriented Coping, 8. TOC= Task 

Oriented Coping, 9. AC = Avoidant Coping, 10. GHQ = General Health Questionnaire, 11. 

PTSD = Post Traumatic Stress Disorder, 12. MSPSS = Multidimensional Scale of Perceived 

Social Support 

 

4.1.2 Prevalence of Psychosocial Distress among Respondents 

The tables (4.2a and 4.2b) below show the prevalence of psychiatric morbidities among the 

respondents. Using a mean score (4.29) of the total sample (382), two hundred and twenty seven 

(227) had a GHQ score above the mean, indicating a prevalence of 40.6%.  

Table 4.2a: Prevalence of Psychosocial Distress  

Psychosocial Distress Frequency (N=382) Percentage (%) 

No  227 59.4 

Yes 155 40.6 

 

4.1.3 Prevalence of Post-Traumatic Stress Disorder 

The total valid sample size for this variable was 177. Out of this, ‘optimally sensitive’ cases 

were 39, representing 22% of the valid sample. Eleven (11) of the sensitive cases scored positive 

for optimally efficient PTSD test, representing 6.1% of the total sample.  

Table 4.2b: Prevalence of PTSD  

PTSD Status  Frequency  Percentage  

No PTSD 138 78.0 

Sensitive  28 15.9 

Efficient  11 6.1 
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4.1.4 Levels of Perceived Social Support 

Table 4.3 describes the levels of Perceived Social support among the respondents. The 

table shows that, majority of respondents (63.4%, n = 242) had moderate perceived support whilst 

24.6% (n = 94) had high perceived social support 

Table 4.3:  Levels of Perceived Social Support 

Levels of PSS  Frequency  Percentage  

Low Perceived Support 46 12.0 

Moderate Perceived Support 242 63.4 

High Perceived Support 94 24.6 

 

 

4.2 Inferential Statistics 

Various inferential statistics including Pearson’s Chi-Square, ANOVA, Independent 

sample t-Test, Correlational and Multiple Regression analysis were done to test the various 

hypotheses stated at the beginning of the study. 

 

4.3 Hypothesis Testing  

4.3.1 Associations between Respondents’ Background Characteristics and Psychosocial 

Outcomes.   

Hypothesis one: there will be significant association between 

a. Socio-demographic background (age, sex, level of education, marital status, ethnic 

background, religious background and employment status) and psychosocial outcomes; 
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b. Clinical/injury characteristics (type, location, duration) will demonstrate significant 

association with psychosocial outcomes of respondents. 

In testing for this hypothesis, the Pearson Chi-Square test was used to identify any association 

between the various background information (demographic and injury/clinical characteristics) and 

the outcome variable in their dichotomized forms.  

Table 4.4 describes the findings of the Pearson’s - chi square test performed to identify 

relationships between the respondents, background information (socio-demographic and clinical 

characteristics) and the two outcome variables (General Psychosocial distress and PTSD). The 

results indicated that, there was no significant relationship between most socio-demographic 

variables and the outcome variables (general psychosocial distress and PTSD). On GHQ scores, 

gender, age, level of education, religious background, occupation and ethnicity exhibited no 

significant relationship with the development of psychosocial distress with respective Pearson Chi-

Square (ꭓ2) values of .531, 1.98, 1.23, 1.12, .31 and 5.36 (all ps ˃ .05). There was a significant 

relationship between psychosocial distress and marital status, ꭓ2 = 5.81, p = .016. No significant 

relationship was identified between the demographic variables and the development of PTSD as 

summarized in the table 4.4 below. 

On the clinical characteristics of respondents, the study exhibited varied findings. The 

study showed a significant relationship between the type of patient (hospitalized versus non-

hospitalized) and both psychosocial distress (ꭓ2= 25.86, p ˂  .001) and PTSD (ꭓ2 = 16.48, p ˂  .001). 

On the type of injury, a significant correlation was found between the injury types and psychosocial 

distress (ꭓ2 = 42.28, p ˂ .001) as well as PTSD (ꭓ2 = 7.71, p = .005). There was a significant 

relationship between duration of injury and psychosocial distress (ꭓ2 = 26.64, p ˂ .001) as well as 

PTSD (ꭓ2 = 11.83, p = .002). The study however did not detect any significant relationship between 
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the location of injury and type of victim on both outcome variables with respective Chi-Square 

values of 4.43 (p = .11) and 2.18 (p = .331) on the psychosocial distress; then 2.299 (p = .308) and 

2.04 (p = .356) on the PTSD. Interestingly, the study revealed a significant relationship between 

the type of RTA and the development of psychosocial distress (ꭓ2 = 11.49, p = .001) with those 

involved in vehicular accident appearing to be prone to the development of the psychosocial 

distress than those involved in motor or cycle accidents. 
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Table 4.4: Association between Respondent’s background Characteristics and Psychosocial Problems using Pearson’s Chi-Square test 

Variable  General Psychosocial Distress  Post-Traumatic Stress Disorder 

Negative  

n (%)  

Positive   

n (%) 

Total  

n (%) 

Statistic  Negative  

n (%) 

Sensitive  

n (%) 

Total  

n (%) 

statistic 

Demographic variables         

Gender  Male  156 (60.7) 101 (39.3) 257 (67.3)  94 (77.7) 27 (22.3) 121 (68.4)  

Female  71(56.8) 54 (43.2) 125 (32.7) .531 44 (78.6) 12 (21.4) 56 (31.6) .017  

Age (years) 18 – 25 46 (63.9) 26 (36.1) 72 (18.8)  31 (88.6) 4 (11.4) 35 (19.8)  

 26 – 39 101 (61.2) 64 (38.8) 165 (43.2)  58 (79.5) 15 (20.5) 73 (41.2)  

 40 – 60  74 (55.2) 60 (44.8) 134 (35.5)  43 (69.4) 19 (30.6) 62 (35.0)  

 Above 60  6 (54.5) 5 (45.5) 11 (2.9) 1.95b  6 (85.7) 1 (14.3) 7 (4.0) 5.01b  

Level of 

education 

None  16 (66.7) 8 (33.3) 24 (6.3)  12 (80.0) 3 (20.0) 15 (8.5)  

Primary  35 (54.7) 29 (45.3) 64 (16.8)  18 (60.0) 12 (40.0) 30 (16,9)  

JHS 94 (59.9) 63 (40.1) 157 (41.1)  63 (85.1) 11 (6.2) 74 (41.8)  

SHS 60 (60.6) 39 (39.4) 99 (25.9)  31 (77.5) 9 (22.5) 40 (22.6)  

Tertiary  22 (57.9) 16 (42.1) 38 (9.9) 1.23  14 (77.8) 4 (2.3) 18 (10.2) 7.48b  

Religion  Christian  154 (57.7) 113 (42.3) 267 (69.9)  92 (74.8) 31 (25.2) 123 (69.5)  

Muslim  73 (63.5) 42 (36.5) 115 (30.1) 1.122  46 (85.2) 8 (14.8) 54 (30.5) 2.357 

Marital 

status  

Not married  98 (67.1) 48 (32.9) 146 (38.2)  57 (80.3) 14 (19.7) 71 (40.1)  

Married  129 (54.7) 107 (45.3) 236 (61.8) 5.81*  81 (76.4) 25 (23.6) 106 (59.9) .37  

Ethnicity  Akan  117 (54.4) 98 (45.6) 215 (56.3)  69 (74.2) 24 (25.8) 93 (52.5)  

Northerner  87 (64.9) 47 (35.1) 134 (35.1)  58 (82.9) 12 (17.1) 70 (39.5)  

Others 

 

23 (69.7) 10 (30.3) 33 (8.6) 5.36  11 (78.6) 3 (21.4) 14 (7.9) 1.73b  

Occupation  Gainfully employed 195 (58.7) 137 (41.3) 332 (86.9)  115 (78.8) 31 (21.2) 146 (82.5)  

Not employed 32 (64.0) 18 (36.0) 50 (13.1) .305  23 (74.2) 8 (25.8) 31 (17.5) .311  
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Injury/Clinical characteristics  

        

Type of 

patient 

Hospitalized  141 (51.3) 134 (48.7) 275 (72.0)  52 (64.2) 29 (35.8) 81 (45.8)  

Non-Hospitalized  86 (80.4) 21 (19.6) 107 (28.0) 25.86**  86 (89.6) 10 (10.4) 96 (54.2) 16.48**  

Type of 

RTA 

Vehicular  108 (51.7) 101 (48.3) 209 (54.7)  64 (75.3) 21 (11.9) 85 (48.0)  

Motor or cycles  119 (68.8) 54 (31.2) 173 (45.3) 11.494* 74 (80.4) 18 (19.6) 92 (52.0) .680  

Type of 

victim 

Driver/Rider 78 (60.5) 51 (39.5) 129 (33.8)  48 (77.4) 14 (22.6) 62 (35.0)  

Passenger  81 (55.1) 66 (44.9) 147 (38.5)  54 (83.1) 11 (16.9) 65 (36.7)  

Pedestrian  68 (64.2) 38 (35.8) 106 (27.7) 2.18 36 (72.0) 14 (28.0) 50 (28.2) 2.04  

Location  Upper body 110 (64.7) 60 (35.3) 170 (44.5)  57 (74.0) 20 (26.0) 77 (43.5)  

Lower body 110 (54.5) 92 (45.5) 202 (52.9)  77 (81.9) 17 (18.1) 94 (53.1)  

Multiple sites 7 (70.0) 3 (30.0) 10 (2.6) 4.43b 4 (66.7) 2 (33.3) 6 (3.4) 2.299b  

Type of 

injury 

Skin/Soft tissue  98 (84.5) 18 (15.5) 116 (30.4)  45 (91.8) 4 (8.2) 49 (27.8)  

Musculoskeletal  128 (48.3) 137 (51.7) 265 (69.6) 42.28** 92 (72.4) 35 (27.6) 127 (72.2) 7.71* 

Duration  Less than 1 month  105 (51.2) 100 (48.8) 205 (53.7)      

1-3 months 95 (77.9) 27 (22.1) 122 (31.9)  104 (85.2) 18 (14.8) 122 (68.9)  

4-6 months 21 (47.7) 23 (52.3) 44 (11.5)  27 (61.4) 17 (38.6) 44 (24.9)  

Beyond 6 months 6 (54.5) 5 (45.5) 11 (2.9) 26.64b** 7 (63.6) 4 (36.4) 11 (6.2) 11.834b*  

 
b Based on Fisher’s exact 

** p ˂ .001 level 

* p ˂ .05 
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4.3.2 Mean-level Analysis of Background Characteristics of Respondents on Psychosocial 

Outcomes  

Hypothesis 2: Psychosocial problems will vary across the various demographic and injury 

characteristics groupings. 

This hypothesis was tested using ANOVA and independent sample t-test.  

The table (4.5a) below describes the comparison of the means of the socio-demographic 

variables with the total scores of the two outcome variables: General Psychosocial Distress and 

Post -Traumatic Stress Disorder (PTSD). One way analysis of variance (ANOVA) test was run to 

identify the mean difference of psychosocial distress and PTSD scores between demographic data 

with more than two categories (i.e; age, educational background, marital status, ethnic background 

and occupation). Mean scores of demographic data with two categories (i.e., gender and religious 

background) were compared using the independent sample t-Test.  

Both tests did not yield any significant difference between the mean scores of the various 

demographic groupings on the GHQ scores except for the scores of the marital status and ethnicity 

groups. On the marital status, the married category demonstrated a significant higher mean score 

(M = 5.57, SD = 2.90) than those who were not married (M = 3.83, SD = 2.59), t(333.26) = -2.59, 

p = .01. On ethnicity, the ANOVA result indicated a significant variation between the groups (F[2, 

379] = 3.18, p = .04). However, the magnitude of the effect was small (η2 = .016)   as demonstrated 

by a non-significant result from the post-hoc analysis using the Bonferroni adjusted alpha of .017. 

On the scores of PTSD, both test did not produce any significant variations among the 

various groupings as indicated in the table. 
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Table 4.5a: Comparison of the Demographic Background of Respondents on the Total scores of Outcome Variables using ANOVA 

and Independent Sample t-Test  

Variable General Psychosocial Distress (GHQ): N = 382 Post-Traumatic Stress Disorder: N = 177 

 N M(SD) Statistic  Df η2 n M(SD) Statistic  df η2 

 

Sex@ 

   

-1.22  

 

380 

 

.004 

   

-.82  

 

175 

 

.004 

Male  257 4.16 (2.72)    121 1.40 (1.41)    

Female  125 4.54 (2.96)    56 1.57 (1.43)    

Age    .83 3, 378 .007   1.53 (.21) 3, 173 .026 

18 – 25 72 3.82 (2.51)    35 1.11 (.96)    

26 – 39 165 4.42 (2.89)    73 1.42 (1.32)    

40 – 60 134 4.35 (2.83)    62 1.69 (1.44)    

Above 60 
11 4.45 (3.11)    7 1.29 (1.38)    

Education    .46 4, 377 .0048   .87 4, 174 .0199 

None  24 4.08 (4.18)    15 1.60 (1.59)    

Primary  64 4.59 (3.03)    30 1.60 (1.38)    

JHS 157 4.36 (2.59)    74 1.27 (1.25)    

SHS 99 4.16 (2.66)    40 1.45 (1.18)    

Tertiary  38 3.92 (2.69)    18 1.83 (1.50)    

Religion@   .36  184.96 .0003   1.67  175 .016 

Christian  267 4.32 (2.63)    123 1.57 (1.33)    

Muslim  115 4.20 (3.17)    54 1.20 (1.25)    
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Marital status@ 

 

-2.59* 

 

333.26 

 

.017 

 

.35 

 

169.00 

 

.001 

Not married 146 3.83 (2.59)    71 1.49 (1.14)    

Married   236 4.57 (2.90)    106 1.42 (1.42)    

           

Employment@    1.20 380 .004   .30 175 .001 

Employed   332 4.35 (2.82)    146 1.47 (1.30)    

Not Employed  50 3.82 (2.69)    31 1.39 (1.38)    

           

           

Ethnicity    3.18*  2, 379 .016   .93 4, 172 .011 

Akan  215 4.53 (2.84)    93 1.56 (1.36)    

Northerner  134 4.14 (2.79)    70 1.29 (1.22)    

Others  33 3.27 (2.47)    4 1.57 (1.45)    

           

Note: JHS = Junior High School; SHS = Senior High School; df = degree of freedom, η2 = partial eta squared (effect size) 
@ = Independent sample t-Test 

*p ˂ .05 
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Table 4.5b (below) describes the variations in psychosocial experience among the 

respondents in relation to their respective clinical history using ANOVA and independent sample 

t-test.  Variables with more than two categories (injury location and duration) were analysed using 

ANOVA whilst dichotomous variables (type of injury and type of patient) were analysed using the 

Independent sample t-test. The variables were initially tested for the assumptions of ANOVA and 

t-test with no serious violations identified. The ANOVA result indicated a statistically significant 

difference between the mean scores of the groups under location of injury (F[2, 379] = 6.41, p ˂ 

.001) and injury duration (F[3, 378] = 11.52, p ˂ .001) on the GHQ scores. The magnitude of the 

effects using the Cohen’s rule indicated a large effect for injury duration (η2 = .14) and small effect 

for location of injury variations (η2 = .03).  For the comparison of the mean scores of the various 

groups on the PTSD scores, the result exhibited a significant difference between the scores of the 

duration of injury (F[2, 174] = 6.44, p = .002, η2 = .07). There was no significant difference 

between the mean scores of the location of injury (F[2, 74] = .27, p = .766) on PTSD scores.  

The t-test revealed a significant difference in the total scores of GHQ for those with injuries 

to the skin, muscles and other soft tissues (M = 2.41, SD = 2.11) and those with skeletal injuries 

(M = 5.11, SD = 2.68), t(274.95) = -10.50, p ˂ .001. Those with skeletal injuries recorded higher 

mean scores than those with injuries to the skin and soft tissues only. Similarly, the t-test conducted 

to compare the groups under the scores of PTSD indicated statistically significant difference 

between the mean scores of the two groups. The mean score of those with skin, muscles and soft 

tissue injuries (M = .92, SD = 1.04) was significantly lower than those with skeletal injuries (M = 

1.67, SD = 1.35), t(174) = -3.51, p = .001. The magnitude of the mean difference was large (η2 = 

.24) and moderate (η2 = .09) for total GHQ and PTSD scores respectively using the Cohen’s (1969) 

rule (S. Cohen, 1992). 
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Post-hoc analysis using the Games – Howell post hoc analysis done for the duration of 

injury (Levene’s test (3, 378) = 8.71, p ˂ .05) on GHQ revealed that, those with injury duration 

between one and three months recorded statistically significant lower mean score (M = 3.11, SD = 

2.12) than the other three categories: less than one month  (M = 4.87, SD = 3.01 ), p ˂ .001; 4-6 

months (M = 4.64, SD = 2.71), p = .007 and above six months (M = 5.00, SD =2.00), p = .048. On 

the PTSD score, post hoc analysis was done using the Games-Howell test (Levene’s test (2, 174) 

= 4.51, p ˂ .05) indicated a significant higher mean score for those with injury duration between 

4-6 months (M = 1.98, SD = 1.56) than those whose injuries were between 1-3 months (M = 1.22, 

SD = 1.12), p = .013. 

For the location of injury, post hoc analysis done using the Bonferroni adjusted alpha of 

.017 (.05/3) indicated that, respondents with injuries to the lower part of the body recorded 

statistically significant higher mean scores (M = 4.75, SD = 2.85) than those with upper body part 

injuries (M = 3.80, SD = 2.67), p = .003 on the scores of GHQ. Post hoc analysis for PTSD scores 

did not yield any statistically significant difference between the mean scores of the various 

categories of the group. 
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Table 4.5b: Comparison of Clinical Background on the Total scores of GHQ and PTSD using ANOVA and Independent t-test 

Variable General Psychosocial Distress (GHQ): N = 382 Post-Traumatic Stress Disorder: N = 177 

 N M (SD) Statistic  Df η2 n M (SD) Statistic  df η2 

 

Location of injury 

   

6.41* 

 

2, 379 

 

.03 

   

.27 

 

2, 174 

 

.003 

Upper part of body 170 3.80 (2.67)    77 1.38 (1.28)    

Lower part of body 202 4.74 (2.85)    94 1.50 (1.31)    

Multiple sites  10 3.10 (2.81)    6 1.67 (1.97)    

Type of Injury@    -10.50**  274.95 .23   -3.94**  112.96 .09 

Skin and soft tissue  116 2.41 (2.11)    49 .91 (1.04)    

Musculoskeletal  265 5.10 (2.68)    127 1.67 (1.35)    

           

Duration of Injury   11.52**  3, 378 .14    6.44*  2, 174 .07 

Less than one month 205 4.87 (3.01)         

1 - 3 months 122 3.11 (2.12)    122 1.22 (1.12)    

4 – 6 months 44 4.64 (2.71)    44 1.98 (1.56)    

Above 6 months 11 5.00 (2.00)    11 1.91 (1.58) 

 

   

Type of patient@    7.89** 276.08 .14      

Hospitalized  275 4.86 (2.87)    81 1.85 (1.41) 3.79** 152.90 .08 

Non-hospitalized  107 2.81 (2.00)    96 1.11 (1.13)    

**p ˂ .001 level 

*p ˂ .05 level;  
@  independent sample t-test
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Hypothesis 2c: There will be significant difference between the psychosocial outcome of 

hospitalized and non-hospitalized patients. 

 The result of the analysis as indicated in table 4.5b showed that, there was a significant 

difference between the scores of hospitalized (M = 4.86, SD = 2.87) and non-hospitalized (M = 

2.81, SD = 2.00) patients, t(276.08) = 7.89, p ˂ .001 under GHQ total scores. Similarly, the t-test 

conducted to compare the groups under the scores of PTSD indicated statistically significant 

difference between the mean scores of those that were hospitalized (M = 1.85, SD = 1.41) and non-

hospitalized (M = 1.11, SD = 1.13) patients, t(153.00) = 3.79, p ˂ .001. In both instances, the 

hospitalized category demonstrated higher mean scores than the non-hospitalized category 

suggesting that, development of psychosocial problems may be higher in those admitted at the 

hospital than out-patients. The magnitude of the mean difference was large (η2 = .14) and moderate 

(η2 = .08) for total GHQ and PTSD scores respectively (Cohen, 1992). Thus, this hypothesis has 

been confirmed. 

4.3.3 Bivariate Correlation Analysis of Continuous Variables 

Table 4.6 shows the results of the Pearson Product-Moment Correlation matrix between 

the continuous variables and psychosocial outcome. The findings in the table indicates that 

psychosocial outcomes of the General Health Questionnaire had significant positive correlation 

with negative stress appraisal: threat (r [382] = .53), centrality (r [382] = .54), uncontrollable (r 

[382] = .57) and total perceived stressfulness (r [382] = .69) all at p ˂ .001. Post-Traumatic Stress 

Disorder also had significant positive correlation with negative stress appraisal: threat (r [177] = 

.56), centrality (r [177] = .47), uncontrollable (r [177] = .54) and general perceived stressfulness 

(r [177] = .61) all at p ˂ .001. On the relationship between coping and appraisal, emotion focused 

coping had significant positive correlation with negative stress appraisal subscales: threat (r [382] 
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= .20), centrality (r [382] = .22), uncontrollable (r [382] = .26) and general perceived stressfulness 

(r [382] = .25) all with p ˂ .001. General psychosocial outcomes of respondents also showed 

significant negative correlation with subscales of perceived social support: family support (r [382] 

= -.47, p ˂ .001), friends support (r [382] = -.23, p ˂ .001) and significant others support (r [382] 

= -.39, p ˂ .001). There was also a significant negative relationship between PTSD and family 

support (r [177] = -.42) and special person support (r [177] = -.32) with p ˂ .001. 
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Table 4.6: Pearson Correlation between Stress Appraisal, Coping Methods, Perceived Social Support and Psychosocial Outcomes 

Measures  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 

1. Challenge  -                  

2. Threat  .01 -                 

3. Centrality  .04 .63** -                

4. CBO .11* -.03 -.01 -               

5. CBS .23** -.19** -.23** .07 -              

6. UNCT -.15** .45** .41** -.27** -.01 -             

7. GPS -.06 .61** .60** -.26** .03 .63** -            

8. AC -.00 -.05 .04 .16** ..03 .10* -.01 -           

9. TOC .21** -.17** -.06 .26** .05 -.14** -.20** .20** -          

10. EFC .11* .20** .22** -.00 .08 .26** .25** .31** .05 -         

11. SP .14** -.30** -.25** .32** -.05 -.42** -.46** -.03 .19** -.06 -        

12. FAM .23** -.29** -.28** .37** -.08 -.51** -.51** .02 .24** -.03 .70** -       

13. FRI -.01 -.21** -.19** .07 .07 -.08 -.20** -.01 .11* -.03 .42** .23** -      

14. TPSS .16** -.33** -.30** .33** -.03 -.44** -.50** -.01 .23** -.05 .91** .83** .64** -     

15. Anxiety   -.14** .43** .45** -.34** .07 .55** .67** -.15** -.25** .12* -.38** -.50** -.18** -.45** -    

16. LoC.  -.01 .27** .27** .22** -.13* .47** .48** .06 -.10 .13** -.36** -.48** -.10 -.40** .55** -   

17. Soc. Dysf. -.08 .40** .34** -.13* -.03 .30** .42** -.17** -.24** -.02 -.24** -.25** -.23** -.30** .48** .34** -  

18. GPD -.13* .48** .46** -.27** -.04 .52** .64** -.16** -.27** .07 -.39** -.47** -.23** -.46** .84** .65** .85** - 

19. PTSD -.04 .56** .47** -.22** -.05 .54** .61** .02 -.03 .14 -.32** -.42** -.11 -.35** .64** .38** .35** .57** 

N (1-18 = 382); N (PTSD = 177). 1. CBO = Controlled by Others; 2. CBS = Controlled by Self; 3. UNCT = Uncontrollable; 4. GPS 

= General Perceived Stressfulness; 5. AC = Avoidant Coping; 6. TOC = Task Oriented Coping; 7. EFC = Emotion Focused Coping; 

8. SP = Special Person support; 9. FAM = Family support; 10. FRI = Friends support; 11. TPSS = Total Perceived Social Support; 

12. LoC = Lack of Confidence; 13. Soc. Dysf. = Social Dysfunction; 14. GPD = General Psychosocial Distress; 15. PTSD = Post-

Traumatic Stress Disorder 

**p ˂ .001; *p ˂.05 (2-tailed)
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Hypothesis 3 

a. Injury (stress) appraisal will significantly relate to coping styles of respondents 

b. Injury appraisal and coping styles will significantly relate to psychosocial outcome of RTA 

injuries. 

c. PSS will show significant relationship with psychosocial outcomes of respondents 

Result of the correlation matrix described in table 9 indicated that, hypothesis 3a was 

supported as significant relationships were found between the types of stress appraisals and 

respondents’ coping styles. Likewise, 3b was also partly supported as there were significant 

relationships between some dimensions of (injury appraisal and coping mechanism) and the 

psychosocial outcome of respondents. Hypothesis 3c was fully supported on psychosocial distress 

as total score and scores all subscales of PSS showed significant negative relationship with 

psychosocial distress. For PTSD, the hypothesis was partly supported as one dimension (friends 

support) did not show a significant relationship with the outcome variable. 

4.3.4 Moderating Analysis of the Influence of Perceived Social Support on Coping and 

Psychosocial Outcome 

Hypothesis 4: Perceived social support will moderate the relationship between coping styles and 

psychosocial outcomes  

 Hierarchical multiple regression was used for the analysis of this hypothesis since it was 

the preferred method to investigate the effect of a moderating variable, especially when both the 

predictor and moderator variables are measured on a continuous scale. It is important to note, 

however that, this analysis was conducted only on psychosocial distress since the correlation 

analysis yielded a non-significant relationship between coping styles and PTSD. With previous 

 University of Ghana http://ugspace.ug.edu.gh



79 
 

analysis showing significant relationship between some background information (marital status, 

type of injury, duration of injury and patient status) and psychosocial distress, these background 

information were entered into the first block to assess their predictability of the psychosocial 

distress. In block 2, appraisal variables were entered into the model. In the third block, coping 

styles, which were the predictor variables were entered to determine their effects on the outcome 

variable. The moderator variable (perceived social support) was then entered into the fourth block). 

In the fifth and final block, the interactions between the predictor variables and the moderator 

variable were entered into the model. The results are presented in table 4.7 below.
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Table 4.7: Summary of Moderating effects of Perceived Social Support on the relationships between Coping styles and Psychosocial 

Distress using Hierarchical Multiple Regression Analysis  

 Model 1 Model 2 

Variable  B SE Β t P B SE β t p 

Constant  1.225 .781  1.569 .118 1.189 .646  1.839 .067 

Marital status .500 .251 .401 1.992 .047 .462 .208 .080 2.216 .027 

Injury 

duration+ 

 

1-3 months -1.087 .314 -.180 -3.466 .001 -.373 .272 -.062 -1.371 .171 

4-6 months -.219 .431 -.025 -.509 .611 -.138 .358 -.016 -.385 .700 

Above 6 months .248 .763 .015 .325 .745 .710 .638 .042 1.112 .267 

Type of Injury  2.449 .273 .401 8.966 .000 1.676 .234 .275 7.156 .000 

Patient status -1.201 .330 -.192 -3.645 .000 -.299 .279 -.048 -1.072 .284 

Threat       .013 .047 .014 .275 .783 

Challenge       -.078 .045 -.065 -1.730 .084 

Centrality      .073 .044 .082 1.663 .097 

Controlled by Others      .022 .043 .019 .520 .603 

Controlled by Self      -.036 .035 -.041 -1.040 .299 

Uncontrollable       .124 .059 .102 2.107 .036 

Total Perceived Stress      .374 .051 .402 7.286 .000 

Model Summary   R2 = .303;   F(6,374) = 27.07 (p ˂ .001) R2 = .544;    ΔR2  = .241;   F(13, 367) = 33.615  

(p ˂ .001);   ΔF(7, 367) = 27.648 (p ˂ .001) 
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Table 4.7 continued  

 Model 3 Model 4 

Variable  B SE  Β T P B SE  β t p 

Constant  .911 .634  1.436 .152 .775 .627  1.236 .217 

Marital status .429 .203 .071 2.116 .035 .419 .200 .073 2.096 .037 

Injury 

duration+ 

 

1-3 months -.466 .265 -.077 -1.757 .080 -.455 .262 -.075 -1.737 .083 

4-6 months -.278 .349 -.032 -.796 .427 -.303 .344 -.034 -.880 .379 

Above 6 months .814 .617 .049 1.319 .188 .723 .609 .043 1.187 .236 

Type of Injury  1.704 .230 .279 7.393 .000 1.770 .228 .290 7.762 .000 

Patient status -.043 .273 -.007 -.156 .876 -.008 .270 -.001 -.028 .977 

Threat  -.020 .046 -.022 -.442 .659 -.027 .045 -.029 -.596 .551 

Challenge  -.062 .044 -.052 -1.402 .162 -.056 .044 -.047 -1.272 .204 

Centrality .107 .043 .121 2.493 .013 .112 .042 .127 2.656 .008 

Controlled by Others .024 .042 .020 .578 .564 015 .041 .013 .374 .708 

Controlled by Self .005 .035 .006 .156 .876 .026 .035 .030 .761 .447 

Uncontrollable  .171 .058 .140 2.934 .004 .144 .058 .118 2.478 .014 

Total Perceived Stress .351 .050 .377 6.996 .000 .302 .051 .325 5.873 .000 

Avoidant coping -.094 .025 -.143 -3.755 .000 -.102 .025 -.156 -4.125 .000 

Task oriented coping -.063 .021 -.112 -3.003 .003 -.056 .021 -.098 -2.655 .008 

Emotion focused coping -.002 .024 -.003 -.085 .932 .008 .024 .0113 .324 .746 

Perceived Social Support  -.040 .012 -.142 -3.398 .001 

Model Summary:   R2 = .577;   ΔR2 = .034;   F(16,364) = 31.09;   

(p ˂ .001);   ΔF(3, 364) 9.753 (p ˂ .001) 

R2 = .591;   ΔR2 = .013   F(17,363) = 30.793  

(p ˂ .001)    ΔF(1,363) = 11.547 (p = .001) 
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Table 4.7 continued 

            Model    5                                                                           

Variable  B SE β t p 

Constant  .838 .626  1.339 .181 

Marital status .416 .200 .072 2.082 .038 

Injury 

duration+ 

 

1-3 months -.435 .262 -.072 -1.660 .098 

4-6 months -.292 .344 -.033 -.849 .396 

Above 6 months .934 .615 .056 1.518 .130 

Type of Injury  1.754 .228 .288 7.708 .000 

Patient status -.037 .271 -.006 -.137 .891 

Threat  -.017 .045 -.019 -.386 .700 

Challenge  -.051 .044 -.043 -1.156 .249 

Centrality .109 .042 .123 2.598 .010 

Controlled by Others .022 .042 .019 .536 .592 

Controlled by Self .032 .035 .036 .914 .361 

Uncontrollable  .148 .061 .121 2.438 .015 

Total Perceived Stress .308 .052 ..329 5.887 .000 

Avoidant coping -.097 .025 -.148 -3.929 .000 

Task oriented coping -.058 .021 -.103 -2.791 .006 

Emotion focused coping .003 .024 .005 .121 .904 

Perceived Social Support -.039 .012 -.138 -3.303 .001 

Avoidant coping*Perceived Social Support .005 .002 .085 2.206 .028 

Task Oriented coping*Perceived Social 

Support 

-.001 .002 -.019 -.532 .595 

Emotion focused coping*Perceived Social 

Support 

-.002 .002 -.044 -1.110 .268 

Model Summary: R2 = .596;   ΔR2 = .006; F(20, 360) = 26.576***    ΔF(3, 360) = 1.688 

N = 382. SE = Standard error;  
+ dummy variables 
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 The results of the hierarchical multiple regression are summarized in tables 4.7.  In 

the first step/model, participants’ marital status, injury duration (1-3 months), type of injury and 

participant’s admission status (hospitalized or non-hospitalized) all showed significant 

relationship with psychosocial distress. The whole model was significant and accounted for 30.3% 

of the variance in psychosocial distress (R2 = .303, F[6, 374] = 27.073, p ˂ .001) 

 After step 2 (model 2) variables were entered, marital status, and type of injury still 

had significant relationship with psychosocial distress whilst the relationship between patient’s 

status, injury duration were insignificant. Block variables: uncontrollable (β = .102, t = 2.107, p = 

.036) and total perceived stressfulness (β = .402, t[367]= 7.286, p ˂  .001) were significantly related 

with psychosocial distress. The seven additional variables explained 24.1% of the variance in 

psychosocial distress, R square change = .241, F change (7, 367) = 27.648, p ˂ .001. The whole 

model was significant and explained 54.4% of the variance in psychosocial distress (R2 = 54.4, 

F[13, 367] = 33.615, p ˂ .001) 

 In the third block/step (see table 10b), the predictor variables (avoidant coping, task 

oriented coping and emotion focused coping) were entered into the model. The relationship 

between avoidant coping style (β = -.143, t[364] = -3.755, p ˂ .001); task oriented coping style (β 

= -.112, t[364]= -3.003, p = .003) and psychosocial distress were found to be significant as both 

negatively predicted psychosocial distress after controlling for background characteristics and 

injury appraisals. The predictor variables explained additional 3.4% of the variance in 

psychosocial distress (ΔR2 = .034, ΔF[3, 364] = 9.753, p ˂ .001). The total block was significant 

and accounted for 57.7% of the variance in psychosocial distress (R2 = .577, F[16,364) = 31.095, 

p ˂ .001).  
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 When the moderator variable was added in the fourth model, there was a significant 

additional variance of 1.3% (ΔF[1, 363] = 11.547, p = .001). The whole model was significant and 

explained 59.1% of the variance in psychosocial distress, F(17, 363) = 30.793, p ˂ .001). Finally, 

when the interactions between the predictor variables and the moderator variable were entered in 

the fifth block, the result indicated an insignificant change in variance (ΔR2 = .006, ΔF[3, 360] = 

1.688, p = .169). However, there was a significant interaction effect between avoidant coping and 

perceived social support on psychosocial distress (β = .085, t[360] = 2.206, p = .028). This, 

notwithstanding, the whole model was significant and explained 59.6% of the variance (R2 = .596, 

F[20, 360] = 26.576, p ˂ .001). 

4.4 Summary of the Findings and Hypotheses tests 

1. Hypothesis 1a stating that there will be significant association between 

sociodemographic characteristics (age, sex, level of education, marital status, ethnic 

background, employment status) and psychosocial outcomes of respondents has been 

partially supported as al socio-demographic variables (except marital status) showed 

insignificant association with both psychosocial distress and PTSD. 

2. Hypothesis 1b which stated that injury characteristics (type, location, duration) will 

demonstrate significant association with psychosocial outcomes of respondents has 

been partially supported. 

 With the exception of location of injury, all other clinical/injury characteristics 

(type of injury, duration of injury and type of patient) showed significant 

association with both psychosocial distress and PTSD 

3. Hypothesis 2a stating that there will be significant difference in psychosocial outcomes 

of respondents across demographic variables has been partly supported 
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 The mean scores of the various socio-demographic groups did not show significant 

variations apart from marital status (this showed significant variation on PTSD 

scores) 

4. Hypothesis 2b which stated that psychosocial outcome of respondents will vary across 

the various injury characteristics of respondents was fully supported on psychosocial 

distress and partly supported on PTSD scores. 

 There was significant variation on GHQ scores for the various injury characteristic 

categories including location, duration and type of injury. 

 There was significant variation on the PTSD scores for the injury characteristic 

groups (but for location of injury). 

5. Hypothesis 2c which stated that psychosocial problems will be higher in hospitalized 

patients than non-hospitalized patients has been fully supported as hospitalized patients 

showed significantly higher mean scores on both GHQ and PTSD scores than non-

hospitalized patients. 

6. Hypothesis 3a stating that injury (stress) appraisal will significantly relate to coping 

mechanisms of respondents has been partially supported 

 Task oriented coping showed significant relationship with five dimensions of 

appraisal (challenge, threat, controlled by others, uncontrollable and total perceived 

stressfulness) but not with centrality and controllable by self. 

 Emotion-focused coping also showed significant correlation with five dimensions 

of stress appraisal measure (challenge, threat, centrality, uncontrollable and total 

perceived stressfulness) but not with controllable by self and controllable by others. 
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 Avoidant coping also showed significant relationship with two stress appraisal 

measures (controllable by others and uncontrollable) but showed no significant 

relation with other stress appraisal measures. 

7. Hypothesis 3b stating that injury appraisals, coping styles and PSS will significantly 

relate to psychosocial outcome of RTA injuries was partially supported. 

 All forms of stress appraisal showed significant relationship with GHQ scale 

 On PTSD, challenge and controlled by self’ appraisals did not show any significant 

relationship whilst there were significant relationship between PTSD and the other 

stress appraisal sub-scales (threat, uncontrollable, controllable by others, centrality 

and total perceived stressfulness) 

 On coping styles, task oriented coping and avoidant coping both showed significant 

negative relationship with GHQ total scale whereas emotion-focused coping 

exhibited no relationship with GHQ.  

 None of the types of coping styles showed significant relationship with PTSD. 

 Subscales of MSPSS as well as the total scores of MSPSS all related significantly 

and negatively with psychosocial outcomes of respondents except friends support, 

which did not demonstrate a significant relationship with PTSD. 

8. Hypothesis 4 stated that PSS will moderate the relationship between coping styles and 

psychosocial outcome of victims of RTA with physical injuries. This hypothesis was 

partially supported as there was a significant interaction effect of avoidant coping and 

PSS on psychosocial distress. The interaction effect of PSS with other coping styles 

were not significant on the outcome variable.  
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CHAPTER FIVE 

DISCUSSION OF FINDINGS 

5.0 Introduction  

The study sought to identify the psychosocial problems associated with traumatic injuries 

sustained during road traffic accidents. Apart from this broad focus of the study, the study 

investigated some specific factors that contribute to the development of these psychosocial 

problems. Using the Lazarus and Folkman’s transactional stress theory to conceptualize this work, 

key concepts and constructs as postulated by the theorists to influence psychosocial problems 

including life events (in this case the injury characteristics), appraisals, coping , social support and 

their interactions were also examined. The chapter therefore discussed the findings of the study 

within the context of the conceptual framework, guided by the hypothesis established earlier within 

the study and the empirical evidence reviewed in previous chapters of the work. Accordingly, the 

findings are discussed under five main headings: psychosocial problems associated with RTA 

injuries, patients’ background characteristics and psychosocial problems, injury appraisals and 

psychosocial problems, coping and psychosocial problems and the influence of social support on 

psychosocial problems. The chapter however starts with the description of the respondents’ 

background information.  

5.1 Background Characteristics of Respondents  

The respondents of the study were victims of RTA who had sustained traumatic injuries 

and were receiving care at the various study centers: Komfo Anokye Teaching Hospital, Manhyia 

District Hospital and Tafo Government Hospital all in the Kumasi Metropolis.  Most of the 

respondents were male victims (n = 257, 63.3%) and the mean age of respondents was 36.80 ± 

11.53. This suggests that more men are involved in RTA and its related injuries than women and 

 University of Ghana http://ugspace.ug.edu.gh



88 
 

most victims of RTA are youth. The high prevalence in males and youth could be related to the 

fact that, men and youth in general mostly drive cars, ride motorcycles and tricycles than women. 

In Kumasi, commercial minibuses are the major means of transportation (known locally as 

“trotro”) almost exclusively operated by men in their youthful ages, as demonstrated by the 2010 

population and housing census (Ghana Statistical Service, 2014). Women are thus more afraid to 

drive and the few women who drive are mostly careful and engage in save driving than men. 

Consequently, most people across the globe, including Ghana see safe driving as a feminine feature 

(Cordellieri et al., 2016; Özkan & Lajunen, 2006), and men, mostly in their youthful ages will try 

to prove their masculine status. This may cause them to engage in reckless driving, over speeding 

and wrong overtaking which are major human factors associated with road accidents globally and 

in Ghana (Coleman, 2014; Mends-Brew, 2018; Ngeleja, 2015). These human factors are identified 

as the leading cause of RTAs in Ghana (Ngeleja, 2015). The study findings corroborate some 

earlier works done in Ghana and some other African countries (Afukaar et al., 2010; Blankson et 

al., 2019; Boniface, Museru, Kiloloma, & Munthali, 2016; Ossei, Agagli, Ayibor, Niako, & 

Asante, 2019). 

Injuries to the lower part of the body, particularly the lower limbs were the most common 

site/location of injuries, accounting for nearly half (49.5) of all injuries. In all, musculoskeletal 

injuries were the most common type of injuries recorded over the period. Possible reasons could 

be that, victims with less severe injuries may not report to the hospital for treatment, especially 

during a time when patients felt reluctant to visit the hospitals for fear of contracting the novel 

COVID 19-infection. It is important to note that, patients who presented to the hospital with 

confirmed diagnosis of TBI and SCI were not included in the study as stated in an earlier section 

of this work. 
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5.2 Psychosocial Problems of RTA Patients with Traumatic Injuries 

As the main objective for the study, the prevalence of psychosocial problems in victims of 

RTA related injuries was examined. The study findings partly support some previous studies, and 

yet, vary in other important considerations. The overall prevalence rate of psychosocial distress 

(including manifestations of anxiety/depression, social dysfunction and lack of confidence) was 

40.6% whilst 22.0% was obtained for PTSD. When a standard deviation of ±5 across studies is 

estimated, the values are consistent with most report from both high and low and middle income 

countries including reports from systematic literature reviews which have indicated that 

psychosocial problems are very common in the injured victim, especially depression and anxiety 

(Iteke et al., 2011; Joseph et al., 2020; Wiseman et al., 2013).  

However, the prevalence in the current study differ from some other previous reports both 

in high income and LMICs. On general psychosocial distress, the prevalence of 40.6% is lower 

than the 53.2% (Guest, Tran, Gopinath, Cameron, & Craig, 2018) and 58.7% (Wiseman, Foster, 

& Curtis, 2013) both reported from Australia; 49% from the USA (Fakhry et al., 2017) and notably, 

the 65.2% reported from a sister regional country, Nigeria (Ajibade et al., 2015). Conversely, the 

rate is higher than those reported in some other injury related studies including the average of 15% 

from a meta-analysis of studies from USA, UK and Australia (Dai et al., 2018), 19-23.5% of 

various psychiatric disorders in China (Wu, Zhang, Cheng, Lin, & Wang, 2017) and many other 

reported values from other high income countries (Ahl et al., 2017; de Munter et al., 2020; 

Kendrick et al., 2018). Notably, the prevalence is high above all values reported from six LMICs 

including Ghana by Jacob and associates (2019).  

On PTSD, the current prevalence rate is lower than the 36% rate reported by Fakhry and 

colleagues (2017), 44.3% reported by Wiseman et al., (2015) from Australia but higher than 19.3% 
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reported Australia (Guest et al., 2018) and 15.4% from Ethiopia (Bedaso et al., 2020). The 

differences may possibly result from the differences in socio-cultural characteristics of 

respondents, the instruments used and other injury specific characteristics (Tudo et al., 2017). 

More elucidation to these reasons are presented in a later sections of this discussion. For instance, 

the study by Ajibe et al. (2015) was conducted in only orthopedic trauma patients who were all on 

hospitalization during the study using GHQ-28, which may have influenced the high prevalence 

rate identified in that study. Irrespective of the juxtapositions, the findings are indicative of high 

psychological problems among injured populations in Ghana compared with the general 

population.  

5.3 Relationship and Differences between Background Characteristics of Respondents and 

Psychosocial Outcomes 

It could be recalled that, in an earlier section of the study, it was hypothesized that 

psychosocial problems will be significantly associated with respondents’ background 

characteristics, including socio-demographic and injury characteristics. There have been various 

assertions in extant literature that link demographic variables to the development of mental health 

problems globally and particularly in Ghana. These factors are as well largely postulated to be 

major predictive factors of psychological problems in the physically injured patient. Factors like 

sex, age, marital status, employment status, economic status among others have been implicated 

in previous studies (Addai & Andrees, 2015; Garg et al., Idrees et al., 2017; Iteke et al., 2011; Wu 

et al., 2017). These factors are considered to influence how an individual with an injury will likely 

appraise his stress, and subsequently cope with the stressful event. It was therefore expected that 

these factors will significantly relate with the development psychosocial problems. This, 

notwithstanding and in contrast with usual expectations, the findings of the current study did not 
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find any association between demographic variables and psychosocial problems, except marital 

status which showed some association with psychosocial distress. These findings were further 

supported by the non-significant results obtained for ANOVA test on the demographic variables. 

The initial ANOVA result seemed to suggest that, there were differences in the scores of GHQ for 

marital status and ethnicity, but a post-hoc analysis proved otherwise. This could be related to the 

differences in the expression of individual factors believed to influence psychosocial health, 

including coping, social support and appraisals. These findings are however consistent with other 

studies that reported non-significant association between socio- demographic variables and 

psychosocial problems (e.g., Sullivan et al., 2017).  

Meanwhile, the section of the hypothesis that suggested that injury characteristics will be 

significantly related to psychosocial problems was largely supported. There were significant 

relationships between the type of injury and psychosocial distress as well as PTSD. The findings 

indicated that, the risk of developing psychosocial problems were higher in patients with 

musculoskeletal injuries. Buttressing this finding is the result of the ANOVA which revealed that, 

individuals with musculoskeletal injuries scored higher on the GHQ than those with soft tissue and 

skin injuries. The findings of the current study support other studies across the globe that have 

found strong association between the type of injury and psychosocial problems, especially in 

musculoskeletal injuries (Ajibade et al., 2015; Castillo, Archer, Newcomb, & Wegener, 2016; 

Srahbzu et al., 2018; Vu et al., 2019). Thus, severe injuries, mostly including fracture, multiple 

trauma involving skeletal system as well as injuries that may involve the pelvis may produce worse 

psychosocial distress than minor injuries that may only involve the skin and muscles.  

This finding could be multifactorial. First, it may be related to the cost of treating skeletal 

injuries compared to the other soft tissue injuries (Castillo et al., 2016; von der Warth et al., 2020). 
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For instance, non-documented report from KATH indicates that, averagely, between 2,500.00 and 

3,500.00 Ghana cedis (approximately 380.0 to 540.0 dollars) is required to undergo a surgery that 

requires open reduction with internal fixation (ORIF). This amount can hardly be afforded by the 

average Ghanaian without any external or social support. Again, patients with skeletal injuries may 

have prolonged healing time with increased length of stay at the hospital compared with those with 

soft tissue injuries, which may increase their prevalence of psychosocial problems.  

More so, skeletal injuries are often associated with severe pains, risk of disability, increased 

dependency and higher perceived loss (Schemitsch & Nauth, 2020) which are usually associated 

with increased psychological disturbances. In contrast, Joseph et al. (2020) have suggested that, 

the mechanism of injury play more important role in the development of psychosocial problems, 

and opined that the type of injury has little or no influence on the psychosocial outcome of 

traumatic patients. It is also at variance with Roden-Foreman et al. (2018) who have argued that, 

irrespective of the type of injury, financial strength can be a better predictor of good psychological 

health post-injury. 

On the location/site of injury, the Pearson Chi square did not reveal any significant 

association between the injury site and the risk of developing psychosocial problems. However, 

when ANOVA was conducted, the result showed that, the scores for the various categories (lower 

body part, upper body part and multiple site) on GHQ were significantly different (p ˂ .05). 

Probing further, a post-hoc analysis indicated that, individuals with injuries to the lower part of 

the body (pelvis, legs and toes/feet) scored higher than the other categories. Similarly, Baecher et 

al. (2018) have identified that, development of psychiatric morbidity such as depression in trauma 

populations is higher for those with injuries affecting the lower part of the body (pelvis, leg and 

feet) than individuals with upper body part injuries. To some extent, this may probably be a 
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reflection of the effect of injuries to the pelvis and legs on the physiological abilities of such 

affected persons as well as the perceived and actual implications it may have on their daily 

activities and movement, including performance of activities of daily living (ADLs). The findings 

also corroborate a study from three European countries (Papadakaki et al. 2017) as well as that of 

(Sluys et al., 2016) and (Srahbzu et al., 2018). On the contrary, Cheung et al. (2003) asserted that, 

injuries to the upper extremity may be more detrimental to psychosocial health than lower 

extremity injuries. 

Like the work of Baecher et al. (2018), the current study did not find any association nor 

variation between PTSD and location of injury. However, and in contrast to this finding, some 

studies in a systematic review and meta-analysis (Muscatelli et al., 2017) identified significant 

association between injury location and the development of PTSD symptoms. 

The result of the current study, like some other studies (e.g., Yohannes et al., 2018) 

identified a significant relationship between post-incident duration and psychosocial problems. 

The result of the Pearson Chi square showed that, the risk of developing psychosocial problems 

was lower in patients with injury duration between one to three months for both PTSD and 

psychosocial distress. In all, injury duration between four to six months seemed to cause the 

highest risk, especially in patients with PTSD symptoms. This finding was further proven by the 

ANOVA test and post-hoc analysis after the ANOVA test. This partly contradicts the general 

assertion that psychosocial problems wear off with time, and that psychosocial problems may be 

higher during the acute stages of a stress (Heron-Delaney et al., 2013; Wiseman et al., 2015). The 

result for the acute phase of the injury supports these earlier assertions, but unlike those studies, 

there was a resurgence of psychosocial problems when the injury existed beyond three months. 

This may suggest that, an injury with delayed healing may cause further psychosocial problems 
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with passing time.  However, the findings corroborate other studies that have suggested otherwise, 

such as the conclusion from the systematic review by Craig, Tran, et al. (2016).  

One of the hypotheses of the study sought to identify whether hospitalization could 

influence the experience of psychosocial problems in injured patients and to identify the variations 

in psychosocial problems in hospitalized and non-hospitalized patients. The findings indicated 

that, patient status was significantly associated with the development of psychosocial problems, 

suggesting that psychosocial distress and PTSD were higher in hospitalized patients than non-

hospitalized patients. This could be related to the fears and general anxiety experienced by patients 

on admission. In Ghana and especially Kumasi, most people believe that, being admitted to the 

hospital is an indication of how “bad” one’s condition may be. With KATH being a tertiary facility, 

most in-patients were referred from lower level institutions. This may make the experience of 

anxiety worse as people perceive referred cases as “bad”. Again, hospitalization and increased 

length of stay is associated with extra cost of care to both patients and relatives, which may 

aggravate the experience of psychosocial problems (von der Warth et al., 2020).  

Further, the outbreak of the novel COVID-19 may as well significantly influence the 

experience of psychosocial problems as Ohliger and associates (2020) have posited. The latter has 

been associated with extra stress induced by the pandemic on patients admitted to the hospital 

during the early phases of the condition (Oligher et al., 2020). This study corroborates other studies 

(e.g., Ahl et al., 2017). Again, it is consistent with the findings from Australia by Gopinath et al 

(2015) who identified that, within one year after injury, hospitalized patients generally exhibit poor 

physical and psychological wellbeing than non-hospitalized patients. 
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5.4 Injury Appraisal and Psychosocial Problems 

As part of the objectives of this study, the common types of appraisal by respondents were 

explored. The study also examined the relationship between injury appraisal, coping mechanisms, 

perceived social support and psychosocial problems. The results from the study indicated that, 

among the various forms of primary stress appraisals, negative stress appraisal (threat) was 

frequently used than positive stress appraisal (challenge). An appraisal of centrality was also high, 

which in this case, may relate to threat appraisal since centrality is orthogonal to both threat and 

challenge. This means that, respondents believed their respective injuries had caused a significant 

harm/loss to them and that, the injuries were a danger to their health, social status and their life in 

general. Consistent with stress theories, appraisal of an event as stressful or relevant will require 

the individual to determine means of controlling the stressor (secondary appraisal) (Folkman, 

2013; Krohne, 2002). However, most respondents believed their stress was controllable and could 

be controlled by themselves as demonstrated by a lower mean score for uncontrollable subscale 

(M = 7.12, SD = 2.30) and a higher mean score for controllable by self (M = 11.24, SD = 3.20).  

The study findings indicated that, there were significant positive correlation between 

negative stress appraisals and the development of specific psychosocial problems (PTSD, 

anxiety/depression, social dysfunction and loss of confidence) as well as general psychosocial 

distress. The results showed that, appraisals of threat, centrality and uncontrollability were 

commonly associated with symptoms of anxiety/depression, social dysfunction, lack of 

confidence, PTSD among respondents. Conversely, those who felt their injuries were a challenge 

as well as those who appraised their injuries as controllable (either by self or others) showed 

negative correlation with psychosocial problems, with most variables showing significant 

relationships. Consistent with accumulated evidence on stress and appraisal (e.g. Machisa et al., 
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2018; Mitchell et al., 2017; Olff, 2011), individuals who appraise events in their lives as threat or 

problematic with little controllability risk having negative consequences like psychosocial distress. 

These findings also substantiate the longitudinal study by Yueng and associates (2019) in Kenya 

where patients with worse appraisal of their injuries had elevated symptoms of depression and 

anxiety even after discharge. It however partially supports the study by Szkody and McKinney 

(2020) in the United States of America (USA) where primary appraisal measures were found to 

have no association with psychological and physical health, but secondary appraisal showed 

significant association with psychological and physical health among young adults with stress.  

5.5 Coping Styles and Psychosocial Problems 

On coping, one objective of the study was to examine the common types of coping styles 

employed by the respondents. The descriptive statistics of the various coping styles showed that, 

task oriented coping was the most common coping style used by respondents (M = 19.37 ± 5.02) 

followed by emotion focused coping (M = 15.52, ± 4.56). The least employed coping style was 

avoidant coping (M = 13.58 ± 4.29). This is an indication that individuals with injury are more 

likely to work towards finding lasting solution to their problems than to become emotional or try 

to avoid the problems. Similar results have been obtained in previous works by Roohafza et al. 

(2016); Bosmans et al. (2015) and Obayemi et al. (2020). 

Since coping styles have been associated with psychological wellbeing in victims with 

stressful life events, it was hypothesized that coping was going to relate significantly with 

psychosocial outcomes. The findings indicated that, avoidant coping showed significant negative 

relationship with anxiety/depression, social dysfunction as well as general psychosocial distress 

and significantly predicted psychosocial distress in the hierarchical multiple regression analysis. 

Task oriented coping was significantly and negatively related with psychosocial distress as well 
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as anxiety/depression and social dysfunction subscales, with no significant relationship with PTSD 

and lack of confidence. Emotion focused coping correlated significantly and positively with lack 

of confidence and anxiety/depression. Although EFC showed some positive correlations with 

PTSD and general psychosocial distress, such relations were small and insignificant. When the 

results are evaluated in context of the theoretical framework, the findings suggest that, components 

of coping are significant predictors of psychosocial distress. The findings on adaptive coping styles 

(including task oriented coping) which have been linked with a better psychological wellbeing 

(Folkman, 2013; Olff, 2011) confirmed extant literature, including literature reviews and meta-

analyses (Attoe & Pounds-Cornish, 2015; Garg et al., 2018; Noor et al. 2016).  

Strangely, and opposed to theoretical frameworks and many other previous studies (Attoe 

& Pounds-Cornish, 2015; Bosmans et al., 2015; Garg et al., 2018; Noor et al. 2016), avoidant 

coping, which is almost always associated with negative psychological outcome was found to have 

significant negative relationship with psychosocial distress (i.e related positively with good 

psychological wellbeing). Likewise, emotion focused coping which is associated with positive 

psychological wellbeing also demonstrated positive relationship with psychosocial distress (i.e, 

was related negative with psychological outcome). This may probably be because, in patients with 

acute stressful conditions, the use of avoidant coping may be effective in producing temporary 

positive outcomes and allows the individual to plan and later think of task oriented coping in the 

long term (Lazarus & Folkman, 1984). Further, in the Ghanaian context, coping behaviour is 

highly related and influenced by religiosity, since majority of Ghanaians are either Christians or 

Muslims. (See & Essau, 2010). Visiting friends, calling loved ones and most other strategies 

employed in avoidant coping is likened with emotional maturity in these religious beliefs and once 

effective or available, could produce positive health outcomes. On the contrary, those who may 
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utilize active emotion coping strategies such as focusing on their inadequacies, blaming 

themselves, becoming upset and feeling anxious for not being able to cope (emotion focused 

coping items) are considered to be immature emotionally and can rather experience negative 

psychological outcome in a stressful situation.  

Consequently, these findings may suggest that emotion focused and avoidant coping may 

have differing meanings and outcomes in different cultures, and as well may be linked to cultural 

specific outcomes. For example, other studies on coping in different populations with stress have 

demonstrated positive effect of avoidant coping on psychological wellbeing, whilst emotion 

focused coping demonstrated negative outcome on psychological outcome (Imran, MacBeth, 

Quayle, & Chan, 2020; Olabisi et al., 2020). This finding also seem to substantiate the results of a 

study from Tanzania (Obayemi et al., 2020) where respondents were found to mostly utilize 

adaptive coping styles, including emotion focused coping, and yet, the study recorded high levels 

of psychosocial distress (61%) among the participants. 

In summary, with the exception of emotion focused coping style, all other forms of coping 

were found to produce a better psychological wellbeing in RTA victims with traumatic injuries in 

this study. 

5.6 Influence of Perceived Social Support on Psychosocial Problems 

Social interactions and the society in general have been described to have a direct effect in 

maintaining good mental health and guarding against suicidal tendencies (Santini, Koyanagi, 

Tyrovolas, Mason, & Haro, 2015; Tay, Tan, Diener, & Gonzalez, 2013). Among the factors known 

to cause functional mental health problems (neurosis), environmental factors have been strongly 

implicated, beside the individual’s personal factors such as trait and personality. Among these 

environmental factors, relationships with family members, friends and other special people are 
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important to mention. In the presence of an external stressor, the reactions and assistance received 

from the people in these social circles can go a long way in determining the psychological outcome 

of the said stressor. Based on this, the study hypothesized that perception of available social 

support will have significant influence on the psychosocial health of the RTA injured victim.  

However, it was imperative to also investigate the level and common types of perceived social 

support available to respondents.  

The findings from the descriptive analysis indicated that, the level of PSS was moderate to 

high. The most common form of PSS was from family members (M = 22.47, ± 4.11), followed by 

special person support with the least form of support from friends (M = 17.93, ± 3.50). This is an 

indication that, family members play significant role in supporting other family members who are 

challenged with stressful life situations. The high level of PSS among the respondents may be 

explained by the close family ties found among tribes and ethnic groupings in Ghana. In the 

Ghanaian culture and especially among Akans (who were the dominant ethnic group in the study), 

there are close ties between both members of the nuclear and extended family. In the typical 

Ghanaian and Akan society, members of these family systems may be seen staying in a family 

and/or compound houses together, with an interplay of interdependence (Clark, 1999; Weiss, 

2002) As such, in times of bereavement, sickness or any major negative life event, most members 

of these family systems extend support which can either be tangible or non-tangible.    

On the relationships between PSS and psychosocial problems, the correlation analysis 

demonstrated a negative relationship between social support and all psychosocial problems 

assessed. Uniquely, perceived family support exhibited the largest correlations compared with 

other sub-types of PSS as well as the total PSS. For example, on anxiety/depression, the correlation 

was (-.50), as against (-.38, -.18 and -.45) for special person, family and total perceived social 
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support respectively. This means that, participants who had highest level of perceived social 

support are likely to maintain or gain good psychological health where as those with low levels of 

perceived social support risk developing psychological problems after a traffic injury.  This could 

be explained by the social and mostly family systems in Ghana, where the injured patient is likely 

to live with other family members who are always available to provide the needed support, either 

on admission to the hospital or at home. These findings are consistent with previous studies in 

other parts of the world. It is consistent with the study of Ning, Guan and Liu (2017) who found 

significant negative relationship between social support and PTSD in trauma patients in China. It 

also corroborates the study of Roohafza et al., (2016) who found a direct positive effect of mostly 

family support on depression among individuals with stressful life events as well as the deductions 

from the systematic literature review by Tough, Siegrist and Fekete (2017). Other studies 

consistent with the current study include those of Jalali-farahani et al., (2018); Wang et al., (2018) 

and Yohannes et al. (2018). It important to note that, even though the relationship between friend 

support and PTSD, and lack of confidence were negative, they were not significant (p ˃ .05). In 

all, the association of friend support with psychosocial problems were somehow weak, compared 

with other forms of support, extenuating the non-significance of perceived friend support in the 

Ghanaian culture.  

It was also hypothesized that, PSS will show significant relationship with stress appraisal 

and how individuals with RTA injuries will cope. On the relationship with stress appraisal, the 

findings (from correlation) showed that, negative appraisals (threat and uncontrollability) 

negatively correlated with PSS. There was however positive relationships between total PSS and 

appraisal of challenge (.16, p ˂ .001) and controllable by others (.33, p ˂ .001). This means that, 

individuals with low levels of PSS are likely to exhibit worse appraisals, and think their stress 
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cannot be overcome, which can lead to negative psychological outcomes. In contrast, those with 

high levels of PSS believe they can receive help from other people, especially their family 

members and other special people in their lives, and as such positively appraise their stress. 

Interestingly, appraisal of controllable by self was negatively related with total PSS, family support 

and special other support, though correlations were not significant (all ps ˃ 05).  

On the relationship with coping, the results from the correlation indicated that, TOC was 

significantly and positively related with TPSS and all subscales of PSS. All other associations were 

negative and insignificant, except the relationship between avoidant coping and family support, 

which showed a positive non-significant correlation. This means that, individuals with perceived 

adequate support from their family members are likely to adapt well with their situation. This may 

be linked to a sense of self efficacy with family presence. According to the self efficacy theory, 

individuals who believe they can exercise control over threats or stressors do not conjure up 

disturbing thought patterns.  They believe their capabilities can produce designated levels of 

performance, and as such, approach difficult situations as a challenge (as seen under section of 

discussion labeled “appraisal and psychosocial problems”) that must be managed objectively 

rather than seeing them as threat and avoiding them. They believe their coping abilities can worsen 

the stress and psychological experience or make it better. Central to developing self efficacy is 

social persuasion (Bandura, 1994; Zulkosky, 2009). The encouragement and other assistance that 

the injured patients, especially those with fractures may receive from the close relatives or 

important others in managing their respective problems or to rehabilitate can make them see their 

stress as a challenge, but not a threat, harm or loss. Again, social support usually enables victims 

of traumatic experience to freely express their negative emotions, thereby fostering a positive 

outcome (Tedeschi & Calhoun, 1996). Expectedly, individuals with comparably adequate PSS, 
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positive appraisal and adaptive coping exhibited positive psychological wellbeing. The findings of 

the study support some previous studies (Cao et al., 2018; Kaniasty, 2012; Szkody & McKinney, 

2020) that have asserted that people with adequate social support are able to cope well and maintain 

or regain relatively healthy psychological health. Thus, the high levels of social support among 

respondents, coupled with high levels of adaptive coping styles, and high levels of positive 

appraisals may as well account for the seemingly low levels of psychosocial problems in the 

current study compared with similar studies from other sub-Sahara African countries and some 

other western countries. 

According to the buffering effect hypotheses of PSS, during stressful situations, social 

support is able to safeguard victims against any negative influence that may be posed by the 

stressor. Impliedly, dependence on social support can avert the feelings of hopelessness, 

helplessness or dejection and provides some level of stability during such negative life events (J. 

Cohen, 1984). It is therefore very common to see people seeking for social support during stressful 

life circumstances. Thus, the theory on the buffering effect hypothesis presupposes that, social 

support can function as a moderating variable that may impact coping mechanisms towards a 

stressor. In tandem with this propositions, the study hypothesized that PSS will moderate the 

relationship between coping styles and psychosocial outcomes.  

Hierarchical multiple regression analysis was conducted for this hypotheses. However, 

since there was a non-significant correlation between coping and PTSD, the analysis for PTSD 

was omitted. Consistent with the theoretical perspectives, the findings indicated that, high levels 

of PSS demonstrated significant moderating effect on psychosocial distress in relation to avoidant 

coping. However, in contrast to theoretical expectations (Cohen, 1984; Lazarus & Folkman, 1984, 

1986) and findings from studies reviewed on the buffering effect of perceived social support (Dodd 
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et al., 2015; Jalali-Farahani et al., 2018; Machisa et al., 2018) the  interaction effect was positive. 

Meaning, in the presence of perceived social support, avoidant coping styles are likely to cause 

more distress. This may imply that, individuals who utilize avoidant coping style may be 

psychologically “better” without available social support. But, demonstrating high levels of 

avoidant coping styles in the presence of social support may produce a negative outcome. It could 

also mean that, individuals who expect high levels of social support whilst utilizing avoidant 

coping style may end up becoming more distressed. This phenomenon could be related to the 

negative effects of social support on psychological wellbeing as some sources of social support 

may rather act as extra stressors rather than buffers (Mathieson, 2003). Explaining further, social 

support does not always produce positive effect but may rather be problematic after a stressful life 

event since providing and receiving support may demand significant emotional cost, especially for 

individuals who are in themselves affected by the event and may as well be in need of support 

(Solomon & Smith, 1994). Again, the unique social needs of victims with traumatic injury may 

lead to conflict withdrawal by network members who may become infuriated with the victim, feel 

overburdened in managing the stress or sometimes be inadequately prepared to support the victim 

to cope with his stress (Nolen-Hoeksema & Davis, 1999). In summary, social support may be 

helpful, but does not always buffer negative events that may lead to psychological distress.  
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CHAPTER SIX 

SUMMARY, IMPLICATIONS, LIMITATIONS, CONCLUSION AND 

RECOMMENDATIONS 

6.0 Introduction 

 This chapter is the last chapter of this project. The chapter presents the summary, 

implications of the study, the study limitations, concluding statement and recommendations from 

the study.  

6.1 Summary  

Traumatic injuries are major economic and health concerns globally. Essentially, injuries 

from RTAs are major cause of these socio-economic and health related problems. One critical 

concern is the psychosocial consequences of these injuries in respective victims. In a country 

where the incidence of RTA and its related injuries are overwhelming, the study sought to 

investigate the psychosocial problems that could result from these phenomenon, whilst considering 

factors such as stress appraisals, coping and social support that could influence psychosocial 

problems in the Ghanaian culture. The investigator adapted the concepts in the transactional stress 

theory by Lazarus and Folkman to guide the framework of the study.  

 Extensive review of literature was done in five thematic areas: traumatic injuries and 

psychosocial problems, patient factors associated with psychosocial problems, injury appraisal and 

psychosocial problems, coping styles and psychosocial problems and the influence of social 

support in the development of psychosocial problems. A cross sectional survey design was used 

to achieve the purpose and objectives of this study. A total of 425 RTA victims with injuries were 

sampled conveniently in the Kumasi metropolis from three hospitals: KATH, Tafo Government 

Hospital and Manhyia District Hospital. Five validated scales measuring appraisal, coping, 
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perceived social support, PTSD and psychosocial distress were used to develop a structured 

questionnaire for the study. Patients’ background characteristics including their demographic and 

clinical/injury information were also gathered. Ethic clearance was obtained from two reputable 

institutions: the Ghana Health Service Ethics Review Board and the KATH Institutional Review 

Board with permission letters from the school of Nursing and Midwifery, University of Ghana. 

With the help of five well trained research assistants, data was collected from the three study sites 

for five months (at Manhyia and Tafo Hospitals) and six weeks (at KATH). At the end of the data 

collection process, 382 questionnaires were found to be complete and used for analysis. 

The Statistical Package for Social Sciences (SPSS) version 21 was used for the analysis 

process. Data was thoroughly cleaned visually and statistically, using frequencies. Data was 

assessed for normality and other assumptions of parametric tests. Descriptive statistics, including 

frequencies, means and standard deviations were used to describe the data. Inferential statistics, 

including the Pearson’s chi-square, ANOVA, Independent sample t-Test, Pearson’s Product-

Moment Correlation and Hierarchical Multiple Regression were used to test for the hypotheses 

established in the study.  

The study findings revealed that, most of the victims were males (63.3%) with a mean age 

of 36 years. More than half (72%) of the respondents were hospitalized and 54.7% were involved 

in vehicular accidents. In relation to injury characteristics, almost half (49.5%) of the respondents 

sustained injuries to the lower limbs, with approximately 66% sustaining fractures of various types. 

The study further revealed that, most victims appraised their injuries negatively (as threat, or 

centrality) but believed their stress (injuries) were controllable, mostly by themselves. The 

common coping style identified was task oriented coping (M = 19.37) and the least coping style 

used was avoidant coping (M = 13.58). The level of perceived social support was moderate to high 
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(M = 60.34), with most perceived support from the family. In all, the prevalence of psychosocial 

problems in the respondents were 40.6% and 22% for psychosocial distress and PTSD 

respectively. The Pearson’s chi square test indicated no associations between demographic 

variables and psychosocial problems, but injury characteristics were found to be significantly 

associated with psychosocial outcomes. With ANOVA test, significant variations were found 

between categories of injury characteristics (type, location and duration) and psychosocial 

problems. Hospitalized patients were also found to experience psychosocial distress and PTSD 

more than non-hospitalized patients. Negative stress appraisals positively and significantly 

correlated with psychosocial problems whilst positive appraisals positively and significant 

correlated with psychosocial problems. On coping, the study revealed that, avoidant and task 

oriented coping negatively correlated psychosocial problems, whilst emotion focused coping 

positively correlated psychosocial problems. Victims with adequate perceived social support 

demonstrated increased psychosocial wellbeing. Interesting result was obtained for the moderation 

analysis conducted to examine the moderation effect of social support on the relationship between 

avoidant coping and psychosocial distress. The results indicated that, social support significantly 

moderated avoidant coping, but positively, meaning that, victims with injuries who utilized 

avoidant coping in spite of adequate perceived social support are likely to experience psychosocial 

problems. 

6.2 Implications  

The findings of the current study have a lot of implications on nursing practice, nursing 

management, education and nursing research. 
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6.2.1 Nursing Practice and Management  

A good number of RTA patients with injuries experience psychosocial problems, notably 

depression/anxiety, social dysfunction, lack of confidence and PTSD. The study identified factors 

that can promote or worsen psychosocial health of RTA victims with injuries. If these problems 

are identified earlier, most victims will be well managed psychologically, which can as well 

promote early healing time, especially in patients with Orthopaedic injuries. Since nurses provide 

the most direct care and maintain the closest contact with these victims either on hospitalization 

or after discharge, they can play crucial role in identifying such victims. Impliedly, staff working 

on such victims should frequently assess patients with traumatic injuries for psychosocial 

problems. Nurse Managers and heads of such units or institutions can play pivotal role by 

providing tools aimed at assessing psychosocial problems to be included in the care of such 

patients.  

With the vital role played by perceived social support in the psychosocial health of patients, 

nurses need to identify and educate relatives, friends and other significant people in the life of 

injured victims on the need to provide the needed support to such victims. Practicing nurses 

working on trauma patients to use family-centered care for such patients for effective care. Nurses 

should also assess and identify how patients cope with stress and tailor health education on the 

consequences of such coping styles on their overall health. In the nutshell, the study buttresses the 

need for thorough psychological, social and economic assessment of RTA victims with traumatic 

injuries, even after discharge or recovery. 

6.2.2 Nursing Education  

The study has established that, psychosocial problems are prevalent in injured populations 

in Ghana. However, almost all nurses providing care to such patients have little or no training on 
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psychosocial assessment. There is therefore a need to include this component in students’ 

curriculum to well prepare them before graduating. Continuous professional development 

programmes on psychosocial assessment and care should also be intermittently organized 

especially for staff working in emergency and orthopedic wards who mostly work on such victims. 

Practicing nurses and student nurses should as well be trained on the use of family-centered care 

for RTA victims. Again, nursing education in Ghana and other parts of Africa should consider 

developing curriculum and training nurses to specialize in trauma care, to enhance a holistic care 

for such patients.  

6.2.3 Nursing Research 

This study, to best of the knowledge of the researcher was the first of its type to be 

conducted Ghana, especially using non-TBI and SCI patients. Most importantly, assessing stress 

appraisal, coping styles and social support in Ghanaian and African studies is limited. The study 

will therefore add to the existing literature by providing information on the topic from the 

Ghanaian perspective. It is however imperative to close this gap in Ghana and Africa to adequately 

establish literature in these fields, as there were contrasting findings from this study compared to 

studies from western cultures. Hospitalized patients were found to have significantly high levels 

of psychosocial problems compared to non-hospitalized patients. This could be related to cost of 

care, length of stay and other factors described in the study. It will therefore be prudent to 

investigate these factors and their effects on the psychosocial health of the trauma victim.  

6.3 Limitations  

The study findings are quite promising for physical trauma care in Ghana, importantly 

since it is the first of its type. The large sample size of the current study is a credit for the study. 

However, it is important to note that the current study has its limitations, and the findings are to 
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be appreciated in veneration of such limitations. First, the study methodology employed a cross-

sectional design. This design is convenient and enables researchers take a snap shot of a population 

within a specified time in a more affordable way. However, cross-sectional studies cannot establish 

causal effects among variables.  

Again, even though the study was conducted in three different facilities, all these facilities 

were within the Kumasi metropolis and may not be representative of the whole situation in Ghana. 

Further, the data could be prone to biases since data was collected via self-reports. This is however 

similar to methods employed in previous studies as reviewed in previous sections (e.g. Ahl et al., 

2017; Ajibade et al., 2015; Kendrick et al., 2017; Obayemi et al., 2020). Nonetheless, modern 

researchers argue that self-reported data are valid and may be reflective of the respondents’ actual 

experiences as people correctly perceive their social environment and experiences. The researcher 

is however limited in evincing that these reported measures of cognition and psychosocial 

problems are predictors of their objective measures. Moreover, most of the scales used in the study 

(CISS-21, SAM and primary care PTSD screen) had not been validated in a similar population in 

Ghana. Evidently, some subscales (lack of confidence and PTSD ) performed poorly during the 

actual data collection and could have affected the results of the study. As such, the findings from 

those scales need to be used with caution. However, caution was taken to ensure that the scales 

were clear and unambiguous, and that, participants understood the items on the scales well before 

responding to them. Again, due to time constraints, other important analysis like mediating effects 

of appraisal and coping on the relationship between stress and psychosocial outcomes were 

omitted. Future studies can look at these omissions. Additionally, the measure of coping styles 

were only restricted to avoidant, emotion focused and task oriented coping. Future research may 

also consider the link between other coping styles like the religious coping, and more importantly, 
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the sub categories of emotion focused coping (constructive and non-constructive) styles and 

psychosocial health. 

Last but not least, the outbreak of the novel COVID-19 disease significantly affected the 

recruitment process, restricting the researcher to use convenient sampling technique throughout 

the study process as patient census (especially RTA cases).  As such, participants may be self-

selecting and the results may not be representative of others.  

6.4 Conclusion  

The focus of this study was to assess the psychosocial problems of RTA related injuries in 

Kumasi, Ghana. The findings of the study has provided empirical evidence of the prevalence of 

psychosocial problems in the study population. More so, the study indicated that, RTA related 

injuries generate various cognitive appraisal mechanisms and varied coping strategies which 

directly influence psychosocial health. Again, the current study extensively demonstrated the 

significant role played by social network on how victims of RTA with traumatic injuries appraise 

their injuries, cope with such injuries and their potential or actual consequences and the 

development of any psychosocial problems. These findings largely fitted into the theoretical 

framework and significantly supported literature reviewed, irrespective of some few contrasting 

results. 

In life, there are bound to be unexpected, unpleasant, stressful events such as RTAs and 

other traumatic injuries, nevertheless, one ought to learn to be resilient and overcome such events. 

One’s inability to react “normally” to such stressful events or overcome them effectively can have 

dire consequences on their psychological, physiological and social functioning as revealed by the 

study. There was a good evidence to support the above claim. This calls for an ardent need to 

promptly assess and identify at risk patients so as to help them develop the right coping styles and 
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adjustments. In addition, care providers need to make psychological treatment options readily 

available to help these patients manage their conditions better. 

The study findings were discussed in relation to what they may indicate about the role of 

traumatic injuries in developing psychosocial problems. A couple of limitations that could affect 

utilization of the study were also elaborated. Generally, the current study has highlighted the 

significant role of various types of injuries from RTA in the psychosocial health of such victims, 

and more importantly, the roles played by cognitive appraisal, coping and perceived social support. 

Finally, a lot of areas are left uncovered in the holistic care of the trauma victims, therefore, future 

studies can expand on this work by adding qualitative design and/or conducting longitudinal 

studies. 

6.5 Recommendations 

Based on the findings from this study, the following recommendations are made for 

clinicians, especially at the study sites, nursing and midwifery institutions, the Nursing and 

Midwifery Council of Ghana as well as the government of Ghana.  

6.5.1 KATH, Manhyia and Tafo Hospitals and other Clinicians  

Clinicians play pivotal role in managing trauma victims. Early identification of psychiatric 

sequel can do greater good to the nation and the individual involved in the event. It is therefore 

recommended that: 

 Clinicians should routinely assess all trauma victims for possible development and 

symptoms of psychological problems, whilst managing their physical problems. 

 Clinicians working on trauma victims should liaise with other care providers such as mental 

health nurses and clinical psychologists to conduct intermittent comprehensive 
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psychosocial assessment on patients with RTA injuries, especially those that result in major 

disabilities and/or may require prolonged hospitalization. 

 General practitioners at emergency and orthopedic wards should work hand in hand with 

the family members and other significant people of the injured victim so as to promote 

good psychosocial wellbeing. 

 Nurses who work on patients on outpatient basis (wound dressing units) should also assess 

for psychosocial problems during visit of injured patients as the study indicated that, some 

OPD patients are also at risk for psychosocial problems. 

 Such staff therefore need to develop their assessment skills so as to be able to competently 

assess patients with RTA injuries. 

6.5.2 Nursing and Midwifery Council of Ghana 

The Nursing and Midwifery Council, which is the regulatory body of nursing practice and 

education in Ghana will play a crucial role in implementing the outcome of the current study by 

 reviewing the current curriculum for the training of all cadre of nurses, including post-basic 

levels to include comprehensive psychosocial assessment competencies. 

 collaborating with post basic training schools, to develop curriculum and train specialized 

nurses in trauma care. 

 collaborating with the MOH, GHS and nurse practitioners in designing and implementing 

standard psychosocial assessment tools to be used in Ghanaian hospitals. 

6.5.3 Nurse Researchers  

 Other researchers should consider employing longitudinal studies to ascertain the influence 

of passing time on psychosocial problems.  
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 Future researchers can also employ a qualitative study or a combination of quantitative and 

qualitative studies to get in-depth understanding of some of the findings in the Ghanaian 

context. 

 This study can also be replicated in other parts of the country or researchers can consider 

conducting a nationwide survey to get a good representation of the problem nationally. 

 Further, it is recommended for future researchers to include the social circles or immediate 

care givers of RTA injured victims as they are as important as the victims in the experience 

and management of the injuries. 

 Researchers should also consider conducting studies aimed at validating available 

psychosocial assessment tools in Ghana or to develop tools that best fit the Ghanaian 

context. 

6.5.4 Government and Policy Makers 

The study results indicate that, people living with disability from psychological problems as a 

result of RTA injuries is likely to be increasing. For example, with studies suggesting that 10-25% 

of patients who develop PTSD from traumatic injuries could develop chronic unrelenting 

consequences, it could be inferred that, in 2019, for 16,400 injuries sustained from RTA, between 

360 and 902 victims may develop chronic PSTD for that year alone, most of whom may not have 

been identified for treatment. Therefore, to meet the WHO’s objective of “Enhancing Country 

Action on Mental Health” as part of the Mental Health Gap Action Programme (mhGAP) (WHO, 

2019), early identification could be crucial. Due to these, it is recommended that; 

 there should be a data of all patients that sustained injuries from RTAs so as to 

intermittently follow up on them to detect any untoward outcome. 
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 programmes should be designed to treat RTA victims who suffer long term impacts of 

injury, like PTSD and depression.  

 government should provide grants for researchers to be able to conduct nationwide survey 

on the psychosocial problems of RTA injured victims.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



115 
 

REFERENCES 

Aashish, S. (2015). Psychological Disorders following the Maxillofacial Trauma (Doctoral  

dissertation, Christian Medical College, Vellore). 

Abegaz, T., & Gebremedhin, S. (2018). Magnitude of road traffic accident related injuries and 

fatalities in Ethiopia. doi:10.1101/382333 

Acheampong, R. A. (2020). Spatial structure, intra-urban commuting patterns and travel mode 

choice: Analyses of relationships in the Kumasi Metropolis, Ghana. Cities, 96, 102432.  

Adam, A., Alhassan, A., & Yabasin, I. (2016). Incidence of Traumatic Brain Injury in a 

Ghanaian Tertiary Hospital. Journal of Medical and Biomedical Sciences, 5(2), 5-12. 

doi:10.4314/jmbs.v5i2.2 

Adayonfo, E., & Okoh, M. (2015). Psychiatric Morbidity and Personality Factors Among Dental 

Out-Patients With Chronic Oro-Facial Conditions. Ghana International Journal of 

Mental Health, 2016, 156-172.  

Adeloye, D., Thompson, J. Y., Akanbi, M. A., Azuh, D., Samuel, V., Omoregbe, N., & Ayo, C. 

K. (2016). The burden of road traffic crashes, injuries and deaths in Africa: a systematic 

review and meta-analysis. Bulletin of the World Health Organization, 94(7), 510.  

Adjorlolo, S. (2016). Ecological validity of executive function tests in moderate traumatic brain 

injury in Ghana. The Clinical Neuropsychologist. doi:10.1080/13854046.2016.1172667. 

Afukaar, F. K., Antwi, P., & Ofosu-Amaah, S. (2010). Pattern of road traffic injuries in Ghana: 

Implications for control. Injury Control and Safety Promotion, 10(1-2), 69-76. 

doi:10.1076/icsp.10.1.69.14107. 

 University of Ghana http://ugspace.ug.edu.gh



116 
 

Ahl, R., Lindgren, R., Cao, Y., Riddez, L., & Mohseni, S. (2017). Risk factors for depression 

following traumatic injury: An epidemiological study from a scandinavian trauma center. 

Injury, 48(5), 1082-1087. doi:10.1016/j.injury.2017.03.019. 

Aiken, L. S., West, S. G., & Reno, R. R. (1991). Multiple regression: Testing and interpreting 

interactions: sage. 

Ajibade, B., Adeolu, E., Adeoye, O., Moridiyat, O., & Oladeji, M. (2015). Prevalence of 

Psychiatric Morbidity among Road Traffic Accident Victims at the National Orthopaedic 

Hospital, Igbobi Lagos. International Journal of  Humanities and Social Sciences 

Invention, 4, 52-65.  

Aloba, O., Opakunle, T., & Ogunrinu, O. (2019). Psychometric characteristics and measurement 

invariance across genders of the multidimensional scale of perceived social support 

(MSPSS) among Nigerian adolescents. Health Psychology Report, 7(1), 69-80.  

Altman, D. G., & Bland, J. M. (1995). Statistics notes: the normal distribution. British Medical 

Journal, 310(6975), 298.  

Alvi, M. (2016). A manual for selecting sampling techniques in research.  

American Psychiatric Association. (2000). Diagnostic criteria from dsM-iV-tr: American 

Psychiatric Pub. 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 

(DSM-5®): American Psychiatric Pub. 

Arvidsdotter, T., Marklund, B., Kylen, S., Taft, C., & Ekman, I. (2016). Understanding persons 

with psychological distress in primary health care. Scandinavian journal of caring 

sciences, 30(4), 687-694. doi:10.1111/scs.12289. 

 University of Ghana http://ugspace.ug.edu.gh



117 
 

Attoe, C., & Pounds-Cornish, E. (2015). Psychosocial adjustment following burns: an integrative 

literature review. Burns, 41(7), 1375-1384.  

Baecher, K., Kangas, M., Taylor, A., O'Donnell, M. L., Bryant, R. A., Silove, D., . . . Wade, D. 

(2018). The role of site and severity of injury as predictors of mental health outcomes 

following traumatic injury. Stress Health, 34(4), 545-551. doi:10.1002/smi.2815 

Bandura, A. (1994). Self-efficacy. In V. S. Ramachaudran (Ed.), Encyclopedia of human 

behavior (Vol. 4, pp. 71-81). New York: Academic Press. (Reprinted in H. Friedman 

[Ed.], Encyclopedia of mental health. San Diego: Academic Press, 1998).  

Baqutayan, S. M. S. (2015). Stress and coping mechanisms: A historical overview. 

Mediterranean Journal of Social Sciences, 6(2 S1), 479-479.  

Barreiro, P. L., & Albandoz, J. P. (2001). Population and sample. Sampling techniques. 

Management mathematics for European schools, 1(1), 1-18.  

Bashah, D. T., Dachew, B. A., & Tiruneh, B. T. (2015). Prevalence of injury and associated 

factors among patients visiting the Emergency Departments of Amhara Regional State 

Referral Hospitals, Ethiopia: a cross-sectional study. BMC emergency medicine, 15, 20. 

doi:10.1186/s12873-015-0044-3. 

Bedaso, A., Kediro, G., Ebrahim, J., Tadesse, F., Mekonnen, S., Gobena, N., & Gebrehana, E. 

(2020). Prevalence and determinants of post-traumatic stress disorder among road traffic 

accident survivors: a prospective survey at selected hospitals in southern Ethiopia. BMC 

emergency medicine, 20(1), 1-10.  

Biney, E. A. A., Owusu-Dabo, E., Nyame, K., Oppong, K. C., Rominski, S., Oteng, R., & Oduro, 

G. (2013). Profile of persons with vehicular related trauma presenting at Komfo Anokye 

Teaching Hospital Emergency Centre. doi:10.1016/j.afjem.2012.09.006. 

 University of Ghana http://ugspace.ug.edu.gh



118 
 

Blankson, P.-K., Amoako, J. K., Asah-Opoku, K., Odei-Ansong, F., & Lartey, M. Y. (2019). 

Epidemiology of injuries presenting to the accident centre of Korle-Bu Teaching 

Hospital, Ghana. BMC emergency medicine, 19(1), 39.  

Boals, A., Trost, Z., Rainey, E., Foreman, M. L., & Warren, A. M. (2017). Severity of traumatic 

injuries predicting psychological outcomes: A surprising lack of empirical evidence. 

Journal of Anxiety Disorders, 50, 1-6. doi:10.1016/j.janxdis.2017.04.004 

Boniface, R., Museru, L., Kiloloma, O., & Munthali, V. (2016). Factors associated with road 

traffic injuries in Tanzania. Pan Afr Med J, 23, 46. doi:10.11604/pamj.2016.23.46.7487 

Bosmans, M. W., Hofland, H. W., De Jong, A. E., & Van Loey, N. E. (2015). Coping with 

burns: the role of coping self-efficacy in the recovery from traumatic stress following 

burn injuries. Journal of Behavioral Medicine, 38(4), 642-651. doi:10.1007/s10865-015-

9638-1 

Braimah, R. O., Ukpong, D. I., Ndukwe, K. C., & Akinyoola, A. L. (2017). Comparative study 

of anxiety and depression following maxillofacial and orthopedic injuries. Study from a 

Nigerian University Teaching Hospital. Clinical and experimental dental research, 3(6), 

215-219.  

Cao, W., Qi, X., Cai, D. A., & Han, X. (2018). Modeling posttraumatic growth among cancer 

patients: The roles of social support, appraisals, and adaptive coping. Psycho‐oncology, 

27(1), 208-215.  

Carver, C. S., & Connor-Smith, J. (2010). Personality and coping. Annual review of psychology, 

61, 679-704.  

 University of Ghana http://ugspace.ug.edu.gh



119 
 

Castillo, R. C., Archer, K. R., Newcomb, A. B., & Wegener, S. T. (2016). Pain and 

psychological distress following orthopedic trauma: a call for collaborative models of 

care. Techniques in Orthopaedics, 31(4), 228-234.  

CEIC Data. (2020). Ghana Motor Vehicle Registered (2005 - 2020) (Data & Charts).  

Cheref, S., Benoit, J. S., & Walker, R. L. (2019). Refining Psychological, Substance Use, and 

Sociodemographic Predictors of Suicide Ideation and Attempts in a National Multiethnic 

Sample of Adults, 2008–2013. The Journal of nervous and mental disease, 207(8), 675-

682.  

Cheung, E., Alvaro, R., & Colotla, V. A. (2003). Psychological distress in workers with 

traumatic upper or lower limb amputations following industrial injuries. Rehabilitation 

psychology, 48(2), 109.  

Clark, G. (1999). Negotiating Asante Family Survival in Kumasi, Ghana. Africa, 69(1), 66-86.  

Cobb, S. (1976). Social support as a moderator of life stress. Psychosomatic medicine, 38, 300 - 

314.  

Cobbinah, P. B., Gaisie, E., Oppong-Yeboah, N. Y., & Anim, D. O. (2020). Kumasi: Towards a 

sustainable and resilient cityscape. Cities, 97, 102567.  

Cohen, J. (1992). Statistical power analysis. Current directions in psychological science, 1(3), 

98-101.  

Cohen, J., Cohen, P., West, S. G., & Aiken, L. S. (2013). Applied multiple regression/correlation 

analysis for the behavioral sciences: Routledge. 

Cohen, S. (1984). Social support, stress, and the buffering hypothesis: A theoretical analysis. 

Handook of psychology and health, 4, 253-267.  

 University of Ghana http://ugspace.ug.edu.gh



120 
 

Cordellieri, P., Baralla, F., Ferlazzo, F., Sgalla, R., Piccardi, L., & Giannini, A. M. (2016). 

Gender effects in young road users on road safety attitudes, behaviors and risk 

perception. Frontiers in psychology, 7, 1412.  

Craig, A., Elbers, N. A., Jagnoor, J., Gopinath, B., Kifley, A., Dinh, M., . . . Cameron, I. D. 

(2016). The psychological impact of traffic injuries sustained in a road crash by 

bicyclists: A prospective study. 

Craig, A., Tran, Y., Guest, R., Gopinath, B., Jagnoor, J., Bryant, R. A., . . . Cameron, I. (2016). 

Psychological impact of injuries sustained in motor vehicle crashes: systematic review 

and meta-analysis. BMJ Open, 6(9), e011993. doi:10.1136/bmjopen-2016-011993. 

Creswell, J. W. (2014). A concise introduction to mixed methods research: SAGE publications. 

Cuijpers, P., Karyotaki, E., Reijnders, M., Purgato, M., & Barbui, C. (2018). Psychotherapies for 

depression in low- and middle-income countries: a meta-analysis. World Psychiatry, 17, 

90-101. https://doi.org/10.1002/wps.20493.  

Dai, W., Liu, A., Kaminga, A. C., Deng, J., Lai, Z., Yang, J., & Wen, S. W. (2018). Prevalence 

of acute stress disorder among road traffic accident survivors: a meta-analysis. BMC 

psychiatry, 18(1), 188.  

Dambi, J. M., Corten, L., Chiwaridzo, M., Jack, H., Mlambo, T., & Jelsma, J. (2018). A 

systematic review of the psychometric properties of the cross-cultural translations and 

adaptations of the Multidimensional Perceived Social Support Scale (MSPSS). Health 

and quality of life outcomes, 16(1), 80.  

Dambi, J. M., Tapera, L., Chiwaridzo, M., Tadyanemhandu, C., & Nhunzvi, C. (2017). 

Psychometric evaluation of the Shona version of the Multidimensional Scale of Perceived 

 University of Ghana http://ugspace.ug.edu.gh



121 
 

Social Support Scale (MSPSS–Shona) in adult informal caregivers of patients with 

cancer in Harare, Zimbabwe. Malawi medical journal, 29(2), 89-96.  

Damsere-Derry, J., & Bawa, S. (2018). Bicyclists' accident pattern in Northern Ghana. IATSS 

Research, 42(3), 138-142. doi:10.1016/j.iatssr.2017.10.002 

Darko, G., Björkqvist, K., & Österman, K. (2019). Workplace Bullying and Psychological 

Distress in Public Institutions in Ghana. European Journal of Social Science Education 

and Research, 6(1), 62-74.  

de Munter, L., Polinder, S., Haagsma, J. A., Kruithof, N., van de Ree, C. L. P., Steyerberg, E. 

W., & de Jongh, M. (2020). Prevalence and Prognostic Factors for Psychological Distress 

After Trauma. Archives of Physical Medicine Rehabilitation, 101(5), 877-884. 

doi:10.1016/j.apmr.2019.10.196. 

Dodd, Z., Driver, S., Warren, A., Riggs, S., & Clark, M. (2015). Effects of adult romantic 

attachment and social support on resilience and depression in individuals with spinal cord 

injuries. Topics in spinal cord injury rehabilitation, 21(2), 156-165.  

Dominguez-Gomez, E., & Rutledge, D. N. (2009). Prevalence of secondary traumatic stress 

among emergency nurses. Journal of Emergency Nursing, 35(3), 199-204; quiz 273-194. 

doi:10.1016/j.jen.2008.05.003 

Durand, J. D. (2015). The labor force in economic development: a comparison of international 

census data, 1946-1966: Princeton University Press. 

Elovanio, M., Hakulinen, C., Pulkki-Råback, L., Aalto, A.-M., Virtanen, M., Partonen, T., & 

Suvisaari, J. (2020). General Health Questionnaire (GHQ-12), Beck Depression 

Inventory (BDI-6), and Mental Health Index (MHI-5): psychometric and predictive 

properties in a Finnish population-based sample. Psychiatry Research, 112973.  

 University of Ghana http://ugspace.ug.edu.gh



122 
 

Enders, C. K. (2010). Applied Missing Data Analysis. Guilford Publications 

Engelbrecht, A., & Jobson, L. (2014). An investigation of trauma-associated appraisals and 

posttraumatic stress disorder in British and Asian trauma survivors: the development of 

the Public and Communal Self Appraisals Measure (PCSAM). Springerplus, 3, 44. 

doi:10.1186/2193-1801-3-44 

Fakhry, M. S., Ferguson, L. P., Olsen, L. J., Haughney, J. J., Resnick, S. H., Kenneth, J., & 

Ruggiero, J. K. (2017). Continuing Trauma: The Unmet Needs of Trauma Patients in the 

Postacute Care Setting. the American Surgeon, 83(11), 1308-1314.  

Folkman, S. (2013). Stress,Coping,and Hope. In Psychological Aspects of Cancer (pp. 119-127). 

Franzblau, L., & Chung, K. C. (2014). Psychosocial outcomes and coping after complete 

avulsion traumatic brachial plexus injury. Disability and Rehabilitation, 37(2), 135-143. 

doi:10.3109/09638288.2014.911971. 

Furukawa, T., & Goldberg, D. P. (1999). Cultural invariance of likelihood ratios for the General 

Health Questionnaire. The Lancet, 353(9152), 561-562.  

Garg, R., Chauhan, V., & Sabreen, B. (2018). Coping styles and life satisfaction in palliative 

care. Indian journal of palliative care, 24(4), 491.  

Gariepy, G., Honkaniemi, H., & Quesnel-Vallee, A. (2016). Social support and protection from 

depression: systematic review of current findings in Western countries. Br J Psychiatry, 

209(4), 284-293. doi:10.1192/bjp.bp.115.169094. 

Gelder, M., Gath, D., & Mayou, R. (1989). Oxford textbook of psychiatry: Oxford university 

press. 

George, D., & Mallery, P. (2010). SPSS for Windows step by step. A simple study guide and 

reference (10. Baskı). GEN, Boston, MA: Pearson Education, Inc.  

 University of Ghana http://ugspace.ug.edu.gh



123 
 

Ghana News Agency. (September 29, 2020). KATH records drop in Patients attendance due to 

COVID-19.  Retrieved from http://opr.news/75d4328320092en_gh?client=news 

Ghana Statistical Service. (2014). 2010 Population and Housing Census Report.  

Ghasemi, A., & Zahediasl, S. (2012). Normality tests for statistical analysis: a guide for non-

statisticians. International journal of endocrinology and metabolism, 10(2), 486.  

Glanz, K., Rimer, B., & Lewis, F. (2002). The theory of reasoned action and the theory of 

planned behaviour. Health Behavour and Health Edification: Theory Research and 

Practices, 67-98.  

Glozah, F. N., & Pevalin, D. J. (2017). Association between psychosomatic health symptoms and 

common mental illness in Ghanaian adolescents: Age and gender as potential moderators. 

Journal of health psychology, 22(11), 1376-1386.  

Gnambs, T., & Staufenbiel, T. (2018). The structure of the General Health Questionnaire (GHQ-

12): two meta-analytic factor analyses. Health psychology review, 12(2), 179-194.  

Goh, R. K., Ho, R. C., & Ng, B. Y. (2019). Post-Traumatic Stress Disorder in Road Traffic 

Accident Survivors—Can We Do More. Annals of the Academy of Medicine, Singapore, 

48, 169-170.  

Goldberg, D., Oldehinkel, T., & Ormel, J. (1998). Why GHQ threshold varies from one place to 

another. Psychological medicine, 28(4), 915-921.  

Goldberg, D., & Williams, P. (1988). General health questionnaire. In: Granada Learning Group. 

Goldberg, D., & Williams, P. (1988). A user’s guide to the General Health Questionnaire. 

nferNelson. Windsor, UK.  

 University of Ghana http://ugspace.ug.edu.gh



124 
 

Groomes, D. A., & Leahy, M. J. (2002). The relationships among the stress appraisal process, 

coping disposition, and level of acceptance of disability. Rehabilitation Counseling 

Bulletin, 46(1), 14-23.  

Guest, R., Tran, Y., Gopinath, B., Cameron, I. D., & Craig, A. (2017). Psychological distress 

following a motor vehicle crash: evidence from a statewide retrospective study 

examining settlement times and costs of compensation claims. BMJ Open, 7(9), e017515. 

doi:10.1136/bmjopen-2017-017515. 

Guest, R., Tran, Y., Gopinath, B., Cameron, I. D., & Craig, A. (2018). Prevalence and 

psychometric screening for the detection of major depressive disorder and post-traumatic 

stress disorder in adults injured in a motor vehicle crash who are engaged in 

compensation. BMC Psychology, 6(1), 4. doi:10.1186/s40359-018-0216-5 

Gyimah, N. (2020). Contributing Factors to Road Accidents in Ghana. Available at SSRN 

3588627.  

Haagsma, J. A., Graetz, N., Bolliger, I., Naghavi, M., Higashi, H., Mullany, E. C., . . . Phillips, 

M. R. (2016). The global burden of injury: incidence, mortality, disability-adjusted life 

years and time trends from the Global Burden of Disease study 2013. Injury Prevention, 

22(1), 3-18. doi:10.1136/injuryprev-2015-041616 

Hayes, A. F., & Matthes, J. (2009). Computational procedures for probing interactions in OLS 

and logistic regression: SPSS and SAS implementations. Behavior research methods, 

41(3), 924-936.  

Heron-Delaney, M., Kenardy, J., Charlton, E., & Matsuoka, Y. (2013). A systematic review of 

predictors of posttraumatic stress disorder (PTSD) for adult road traffic crash survivors. 

Injury, 44(11), 1413-1422.  

 University of Ghana http://ugspace.ug.edu.gh



125 
 

Herrera-Escobar, J. P., Al Rafai, S. S., Seshadri, A. J., Weed, C., Apoj, M., Harlow, A., . . . 

Nehra, D. (2018). A multicenter study of post-traumatic stress disorder after injury: 

Mechanism matters more than injury severity. Surgery, 164(6), 1246-1250. 

doi:10.1016/j.surg.2018.07.017. 

Holmbeck, G. N. (1997). Toward terminological, conceptual, and statistical clarity in the study 

of mediators and moderators: Examples from the child-clinical and pediatric psychology 

literatures. Journal of Consulting and Clinical Psychology, 65(4), 599.  

Howlett, M., Doody, K., Murray, J., LeBlanc-Duchin, D., Fraser, J., & Atkinson, P. (2015). 

Burnout in emergency department healthcare professionals is associated with coping 

style: a cross-sectional survey. Emergency Medicine Journal, 32(9), 722-727.  

Huang, K.-Y., & Chengalur-Smith, S. (2019). Received Support, Perceived Support, and Social 

Support Observation and Provision in Virtual Communities.  

Hulbert-Williams, N. J., Morrison, V., Wilkinson, C., & Neal, R. D. (2013). Investigating the 

cognitive precursors of emotional response to cancer stress: re-testing Lazarus's 

transactional model. Britsh Journal of Health and Psychology, 18(1), 97-121. 

doi:10.1111/j.2044-8287.2012.02082.x 

Idrees, S., Faize, F. A., & Akhtar, M. (2017). Psychological reactions, social support, and coping 

styles in Pakistani female burn survivors. Journal of Burn Care & Research, 38(6), e934-

e943. DOI: 10.1097/bcr.0000000000000525  

Imran, S., MacBeth, A., Quayle, E., & Chan, S. (2020). Adaptation of the Coping Inventory for 

Stressful Situations (Short Form) for Pakistani Adolescents. Journal Psychology and 

Psychothererapy, 10(375), 2161-0487.2120. doi: 10.35248/2161-0487.20.10.375. 

 University of Ghana http://ugspace.ug.edu.gh

https://doi.org/10.1097/bcr.0000000000000525


126 
 

Institute for Health Metrics and Evaluation. (2017). Institute for Health Metrics and Evaluation, 

Ghana.  

Israel, G. D. (1992). Determining sample size.  

Iteke, O., Bakare, M. O., Agomoh, A. O., Uwakwe, R., & Onwukwe, J. U. (2011). Road traffic 

accidents and posttraumatic stress disorder in an orthopedic setting in south-eastern 

Nigeria: a controlled study. Scandinavian journal of trauma, resuscitation and emergency 

medicine, 19(1), 39. doi: 10.1186/1757-7241-19-39 

Jacob, L., Pizzol, D., Veronese, N., Stubbs, B., & Koyanagi, A. (2019). Physical injury and 

depression in six low- and middle-income countries: A nationally representative study. J 

Affect Disord, 248, 99-107. doi:10.1016/j.jad.2019.01.023. 

Jalali-Farahani, S., Amiri, P., Karimi, M., Vahedi-Notash, G., Amirshekari, G., & Azizi, F. 

(2018). Perceived social support and health-related quality of life (HRQoL) in Tehranian 

adults: Tehran lipid and glucose study. Health and quality of life outcomes, 16(1), 90.  

Jayasinghe, N., Sparks, M. A., Kato, K., Wyka, K., Wilbur, K., Chiaramonte, G., . . . Difede, J. 

(2014). Posttraumatic stress symptoms in older adults hospitalized for fall injury. General 

Hospital Psychiatry, 36(6), 669-673. doi:10.1016/j.genhosppsych.2014.08.003 

Joseph, N. M., Benedick, A., Flanagan, C. D., Breslin, M. A., Simpson, M., Ragone, C., . . . 

Vallier, H. A. (2020). Prevalence of posttraumatic stress disorder in acute trauma 

patients. OTA International, 3(1). doi:10.1097/oi9.0000000000000056 

Kendrick, D., Baker, R., Hill, T., Beckett, K., Coupland, C., Kellezi, B., . . . Morriss, R. (2018). 

Early risk factors for depression, anxiety and post-traumatic distress after hospital 

admission for unintentional injury: Multicentre cohort study. Journal of Psychosomatic 

Research, 112, 15-24. doi:10.1016/j.jpsychores.2018.06.008 

 University of Ghana http://ugspace.ug.edu.gh

https://dx.doi.org/10.1186%2F1757-7241-19-39


127 
 

Kendrick, D., Kelllezi, B., Coupland, C., Maula, A., Beckett, K., Morriss, R., . . . Christie, N. 

(2017). Psychological morbidity and health-related quality of life after injury: multicentre 

cohort study. Quality of Life Research, 26(5), 1233-1250. doi:10.1007/s11136-016-1439-

7 

Kim, H. (2015). Statistical notes for clinical researchers: assessing normal distribution (2) using 

skewness and kurtosis. Restorative Dentistry & Endodontics. 2013; 38: 52–54. In. 

Kira, I. A., Omidy, A. Z., & Ashby, J. S. (2014). Cumulative trauma, appraisal, and coping in 

Palestinian and American Indian adults: Two cross-cultural studies. Traumatology: An 

International Journal, 20(2), 119-133. doi:10.1037/h0099397 

Kish, L. (1965). Survey sampling (p. 643). New York: John Willey and Sons Inc.  

Klemisch, R. (2016). Serial Assessment of Trauma Care Capacity in Ghana in 2004 and 2014. 

The Journal of Emergency Medicine, 51(1), 94-95. doi:10.1016/j.jemermed.2016.06.026 

Koenen, K. C., Ratanatharathorn, A., Ng, L., McLaughlin, K. A., Bromet, E. J., Stein, D. J., . . . 

Kessler, R. C. (2017). Posttraumatic stress disorder in the World Mental Health Surveys. 

Psycholgical Medicine, 47(13), 2260-2274. doi:10.1017/S0033291717000708 

Krohne, W. H. (2002). Stress and Coping Theories. 

Lazarus, R. S. (1993). From psychological stress to the emotions: A history of changing 

outlooks. Annual review of psychology, 44(1), 1-22. 

https://doi.org/10.1146/annurev.ps.44.020193.000245 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping: Springer publishing 

company. 

Lazarus, R. S., & Folkman, S. (1986). Cognitive theories of stress and the issue of circularity. In 

Dynamics of stress (pp. 63-80): Springer. https://doi.org/10.1007/978-1-4684-5122-1_4  

 University of Ghana http://ugspace.ug.edu.gh

https://doi.org/10.1146/annurev.ps.44.020193.000245
https://doi.org/10.1007/978-1-4684-5122-1_4


128 
 

Machisa, M. T., Christofides, N., & Jewkes, R. (2018). Social support factors associated with 

psychological resilience among women survivors of intimate partner violence in 

Gauteng, South Africa. Global health action, 11(sup3), 1491114. DOI: 

10.1080/16549716.2018.1491114   

Makuu, M. (2018). Socio-economic Consequences of Road Traffic Accidents to the Victims and 

their Families in Dar es Salaam Tanzania. Huria: Journal of the Open University of 

Tanzania, 25(2), 181-197.  

Martin, P. D., & Daniels, F. M. (2014). Application of Lazarus's Cognitive Transactional Model 

of stress-appraisal-coping in an undergraduate mental health nursing programme in the 

Western Cape, South Africa: theory development. African Journal for Physical Health 

Education, Recreation and Dance, 20(Supplement 1), 513-522. 

https://hdl.handle.net/10520/EJC164781 

Mathieson, K. M. (2003). Work-to-family conflict, social support, and psychological well-being. 

ProQuest Information & Learning,  

Mayordomo, T., Viguer, P., Sales, A., Satorres, E., & Meléndez, J. C. (2016). Resilience and 

coping as predictors of well-being in adults. The Journal of Psychology, 150(7), 809-821. 

https://doi.org/10.1080/00223980.2016.1203276  

McWilliams, L. A., Cox, B. J., & Enns, M. W. (2003). Use of the Coping Inventory for Stressful 

Situations in a clinically depressed sample: Factor structure, personality correlates, and 

prediction of distress 1. Journal of clinical psychology, 59(12), 1371-1385. 

https://doi.org/10.1002/jclp.10228 

Mends–Brew, E. (2018). Modelling the Trend of Road Traffic Accidents in Accra. Mathematical 

Modelling and Applications, 3(1). doi:10.11648/j.mma.20180301.11 

 University of Ghana http://ugspace.ug.edu.gh

https://doi.org/10.1080/16549716.2018.1491114
https://hdl.handle.net/10520/EJC164781
https://doi.org/10.1080/00223980.2016.1203276
https://doi.org/10.1002/jclp.10228


129 
 

Ministry of Health. (2011). Policy and guidelines for hospital accident and emergency services in 

Ghana.  

Ministry of Interior. (March 28, 2020). Address to the Nation by President Akufo-Addo on 

Updates to Ghana's Enhanced Response to the CORONAVIRUS Pandemic.  Retrieved 

from https://www.mint.gov.gh/address-to-the-nation-by-president-akufo-addo-on-

updates-to-ghanas-enhanced-response-to-the-coronavirus-pandemic/ 

Mitchell, I., Evans, L., Rees, T., & Hardy, L. (2014). Stressors, social support, and tests of the 

buffering hypothesis: Effects on psychological responses of injured athletes. British 

journal of health psychology, 19(3), 486-508. doi: 10.1111/bjhp.12046 

Mitchell, R., Brennan, K., Curran, D., Hanna, D., & Dyer, K. F. (2017). A Meta-Analysis of the 

Association Between Appraisals of Trauma and Posttraumatic Stress in Children and 

Adolescents. Journal of Trauma Stress, 30(1), 88-93. doi:10.1002/jts.22157 

Muscatelli, S., Spurr, H., O'Hara, N. N., O'Hara, L. M., Sprague, S. A., & Slobogean, G. P. 

(2017). Prevalence of Depression and Posttraumatic Stress Disorder After Acute 

Orthopaedic Trauma: A Systematic Review and Meta-Analysis. Journal of Orthopedic 

Trauma, 31(1), 47-55. doi:10.1097/BOT.0000000000000664 

Nasirian, S., Fagevik Olsen, M., & Engstrom, M. (2018). Patients' Experiences of Their 

Recovery Process After Minor Physical Trauma. J Trauma Nurs, 25(4), 233-241. 

doi:10.1097/JTN.0000000000000378 

National Road Safety Commision. (2018). National Road Safety Commision of Ghana, 2018 

statistics.  

 University of Ghana http://ugspace.ug.edu.gh



130 
 

Nayak, S. S., Kamath, A. T., Gupta, K., Roy, A., Roy, S., & Chatterjee, A. (2019). Posttraumatic 

stress disorder among patients with oral and maxillofacial trauma in a South Indian 

population. Special Care in Dentistry, 39(4), 399-405.  

Nazemi, M., Raad, M. H., Kermanian, S., & Rahmani, N. (2015). The Role of Personality 

Factors, Social Support and Coping Strategies on Psychological Adjustment of Patients 

with HIV. Journal of Applied Environmental and Biological Sciences, 5(10S), 794-802.  

Ngeleja, E. P. (2015). Examining factors contributing to road traffic accidents in Dar Es Salaam 

region, Tanzania: A case at Temeke District. (Master of Business Administration in 

Transport and Logistics Management ), University of Tanzania. Retrieved from 

http://repository.out.ac.tz/id/eprint/1456 

Nicholls, A. R., Polman, R. C., & Levy, A. R. (2012). A path analysis of stress appraisals, 

emotions, coping, and performance satisfaction among athletes. Psychology of sport and 

exercise, 13(3), 263-270. https://doi.org/10.1016/j.psychsport.2011.12.003  

Ning, L., Guan, S., & Liu, J. (2017). Impact of personality and social support on posttraumatic 

stress disorder after traffic accidents. Medicine, 96(34). 

doi:10.1097/md.0000000000007815. 

Nolen-Hoeksema, S., & Davis, C. G. (1999). " Thanks for sharing that": Ruminators and their 

social support networks. Journal of Personality and Social Psychology, 77(4), 801. 

https://doi.org/10.1037/0022-3514.77.4.801 

Noor, R., Gul, S., Khan, E. A., Shahzad, N., & Aqeel, M. (2016). The impact of coping strategies 

on psychological adjustment across male and female spinal cord injured patients. Journal 

of. Applied Environmental  Biological Sciences, 6(2S), 137-143.  

 University of Ghana http://ugspace.ug.edu.gh

http://repository.out.ac.tz/id/eprint/1456
https://doi.org/10.1016/j.psychsport.2011.12.003
https://psycnet.apa.org/doi/10.1037/0022-3514.77.4.801


131 
 

Obayemi, J. E., Card, E. B., Shirima, O., Massawe, H., Mandari, F., Pallangyo, A., . . . Sheth, N. 

P. (2020). Psychosocial health of patients receiving orthopaedic treatment in northern 

Tanzania: A cross-sectional study. Annals of Medicine and Surgery, 50, 49-55. 

doi:10.1016/j.amsu.2019.10.020. 

Ohene-Djan, O. (2017). Review of the Various Forms of Injuries on Drivers Involved in Road 

Traffic Accidents (RTA). ARCHIVOS DE MEDICINA, 3(2), 8. DOI: 10.21767/2471-

9641.100028 

Olabisi, O. I., Ola, O., Bolaji, A., Azeez, F. O., Azeez, O., & Olabisi, T. E. (2020). Depression, 

anxiety, stress and coping strategies among family members of patients admitted in 

intensive care unit in nigeria. International Journal of Africa Nursing Sciences, 100223.  

Olff, M. (2011). Influence of appraisal and coping following extreme stress.  

Ossei, P. P. S., Agagli, B. M., Ayibor, W. G., Niako, N., & Asante, E. (2019). Trend analysis and 

economic effect of RTA deaths on dependency ratio in Ghana. Journal of Economics and 

International Finance, 11(7), 85-90. doi:10.5897/jeif2019.0997. 

Oyeniyi, B. T., Fox, E. E., Scerbo, M., Tomasek, J. S., Wade, C. E., & Holcomb, J. B. (2017). 

Trends in 1029 trauma deaths at a level 1 trauma center: impact of a bleeding control 

bundle of care. Injury, 48(1), 5-12. DOI: 10.1016/j.injury.2016.10.037  

Özkan, T., & Lajunen, T. (2006). What causes the differences in driving between young men and 

women? The effects of gender roles and sex on young drivers’ driving behaviour and 

self-assessment of skills. Transportation Research Part F: Traffic Psychology and 

Behaviour, 9(4), 269-277. DOI: 10.1016/j.trf.2006.01.005 

Papadakaki, M., Ferraro, O. E., Orsi, C., Otte, D., Tzamalouka, G., von-der-Geest, M., . . . 

Chliaoutakis, J. (2017). Psychological distress and physical disability in patients 

 University of Ghana http://ugspace.ug.edu.gh

https://www.researchgate.net/deref/http%3A%2F%2Fdx.doi.org%2F10.21767%2F2471-9641.100028
https://www.researchgate.net/deref/http%3A%2F%2Fdx.doi.org%2F10.21767%2F2471-9641.100028
https://doi.org/10.1016/j.injury.2016.10.037
https://www.researchgate.net/deref/http%3A%2F%2Fdx.doi.org%2F10.1016%2Fj.trf.2006.01.005


132 
 

sustaining severe injuries in road traffic crashes: Results from a one-year cohort study 

from three European countries. Injury, 48(2), 297-306. doi:10.1016/j.injury.2016.11.011 

Papadakaki, M., Tsalkanis, A., Sarris, M., Pierrakos, G., Eleonora Ferraro, O., Stamouli, M. A., . 

. . Chliaoutakis, J. (2018). Physical, psychological and economic burden of two-wheel 

users after a road traffic injury: Evidence from intensive care units of three EU countries. 

Journal of safety research, 67, 155-163. doi:10.1016/j.jsr.2018.10.005 

Parahoo, K. (2014). Nursing research: principles, process and issues: Macmillan International 

Higher Education. 

Peacock, E. J., & Wong, P. T. (1990). The stress appraisal measure (SAM): A multidimensional 

approach to cognitive appraisal. Stress medicine, 6(3), 227-236.  

Peden, M., Kobusingye, O., & Monono, M. (2013). Africa's roads-the deadliest in the world. 

SAMJ: South African Medical Journal, 103(4), 228-229.  

Pérez, E. J. P., Mora-Rodríguez, C., Gómez, R. R., Benítez-Robredo, M. T., Ordoñez-Franco, A., 

González-Robledo, L., & Méndez-Gago, S. (2020). GHQ-12 in adolescents: 

contributions to the controversial factorial validity. Anales De Psicología/Annals of 

Psychology, 36(2), 247-253.  

Polit, D. F., & Beck, C. T. (2010). Essentials of Nursing Research Appraising Evidence for 

Nursing Practice (7th ed.). Philadelphia: Lippincott Williams and Wilkins. 

Prins, A., Bovin, M., Kimerling, R., Kaloupek, D., Marx, B., Pless Kaiser, A., & Schnurr, P. 

(2015). The Primary Care PTSD Screen for DSM-5 (PC-PTSD-5).[Measurement 

instrument]. DOI: 10.1007/s11606-016-3703-5  

Prins, A., Bovin, M. J., Smolenski, D. J., Marx, B. P., Kimerling, R., Jenkins-Guarnieri, M. A., . 

. . Leyva, Y. E. (2016). The primary care PTSD screen for DSM-5 (PC-PTSD-5): 

 University of Ghana http://ugspace.ug.edu.gh

https://doi.org/10.1007/s11606-016-3703-5


133 
 

development and evaluation within a veteran primary care sample. Journal of General 

Internal Medicine, 31(10), 1206-1211. DOI: 10.1007/s11606-016-3703-5  

Prins, A., Ouimette, P., Kimerling, R., Cameron, R., Hugelshofer, D., Shaw-Hegwer, J., . . . 

Sheikh, J. (2003). The primary care PTSD Screen (PTSD).  

Proulx, J., & Aldwin, C. M. (2015). Effects of coping on psychological and physical health. The 

Encyclopedia of Adulthood and Aging, 1-5.  

Qi, W., Gevonden, M., & Shalev, A. (2016). Prevention of Post-Traumatic Stress Disorder After 

Trauma: Current Evidence and Future Directions. Current Psychiatry Reports, 18(2). 

doi:10.1007/s11920-015-0655-0. 

Rai, D., Kosidou, K., Lundberg, M., Araya, R., Lewis, G., & Magnusson, C. (2012). 

Psychological distress and risk of long-term disability: population-based longitudinal 

study. Journal of Epidemiology and Community Health, 66(7), 586-592. 

doi:10.1136/jech.2010.119644. 

Richmond, T. S., & Aitken, L. M. (2011). A model to advance nursing science in trauma practice 

and injury outcomes research. J Adv Nurs, 67(12), 2741-2753. doi:10.1111/j.1365-

2648.2011.05749.x. 

Rissanen, R., Berg, H. Y., & Hasselberg, M. (2017). Quality of life following road traffic injury: 

A systematic literature review. Accident Analysis & Prevention, 108, 308-320. 

doi:10.1016/j.aap.2017.09.013. 

Roden-Foreman, K., Robinson, R., Bennett, M., Roaten, K., Petrey, L., Powers, M. B., & 

Warren, A. M. (2018). Posttraumatic growth in a heterogeneous sample of traumatically 

injured patients 1 year postinjury. Journal of clinical psychology, 74(6), 989-1003. 

doi:10.1002/jclp.22563. 

 University of Ghana http://ugspace.ug.edu.gh

http://doi.org/10.1007/s11606-016-3703-5


134 
 

Roohafza, H., Feizi, A., Afshar, H., Mazaheri, M., Behnamfar, O., Hassanzadeh-Keshteli, A., & 

Adibi, P. (2016). Path analysis of relationship among personality, perceived stress, 

coping, social support, and psychological outcomes. World journal of psychiatry, 6(2), 

248.  

Santini, Z. I., Koyanagi, A., Tyrovolas, S., Mason, C., & Haro, J. M. (2015). The association 

between social relationships and depression: a systematic review. Journal of affective 

disorders, 175, 53-65.  

Scheid, T. L., & Wright, E. R. (2017). A handbook for the study of mental health: Social 

contexts, theories, and systems: Cambridge University Press. 

Schemitsch, C., & Nauth, A. (2020). Psychological factors and recovery from trauma. Injury, 51 

Suppl 2, S64-S66. doi:10.1016/j.injury.2019.10.081. 

Sedgwick, P. (2014). Ecological studies: advantages and disadvantages. Bmj, 348.  

See, C. M., & Essau, C. A. (2010). Coping strategies in cross-cultural comparison. In 

Psychologie–Kultur–Gesellschaft (pp. 161-173): Springer. 

Shives, L. R. (2008). Basic concepts of psychiatric-mental health nursing: Lippincott Williams 

& Wilkins. 

Sluys, K. P., Shults, J., & Richmond, T. S. (2016). Health related quality of life and return to 

work after minor extremity injuries: A longitudinal study comparing upper versus lower 

extremity injuries. Injury, 47(4), 824-831.  

Smeltzer, S. C., Bare, B. G., Hinkle, J., Cheever, K., Townsend, M. C., & Gould, B. (2008). 

Brunner and Suddarth’s textbook of medicalsurgical nursing 10th edition: Philadelphia: 

Lipincott Williams & Wilkins. 

 University of Ghana http://ugspace.ug.edu.gh



135 
 

Smith, C. A., & Kirby, L. D. (2011). The role of appraisal and emotion in coping and adaptation 

(Vol. 195): Springer New York, NY. 

Solomon, S. D., & Smith, E. M. (1994). Social support and perceived control as moderators of 

responses to dioxin and flood exposure.  

Srahbzu, M., Yigizaw, N., Fanta, T., Assefa, D., & Tirfeneh, E. (2018). Prevalence of depression 

and anxiety and associated factors among patients visiting orthopedic outpatient clinic at 

Tikur Anbessa specialized hospital, Addis Ababa, Ethiopia, 2017. J Psychiatry. 21: 450. 

Journal of Psychiatry, 21(450), 2.  

Sullivan, E., Shelley, J., Rainey, E., Bennett, M., Prajapati, P., Powers, M. B., . . . Warren, A. M. 

(2017). The association between posttraumatic stress symptoms, depression, and length 

of hospital stay following traumatic injury. Gen Hosp Psychiatry, 46, 49-54. 

doi:10.1016/j.genhosppsych.2017.03.004. 

Szkody, E., & McKinney, C. (2020). Appraisal and social support as moderators between stress 

and physical and psychological quality of life. Stress Health. doi:10.1002/smi.2957 

Tay, L., Tan, K., Diener, E., & Gonzalez, E. (2013). Social relations, health behaviors, and 

health outcomes: a survey and synthesis. Applied Psychology: Health and Well Being, 

5(1), 28-78. doi:10.1111/aphw.12000. 

Tedeschi, R. G., & Calhoun, L. G. (1996). The Posttraumatic Growth Inventory: Measuring the 

positive legacy of trauma. Journal of traumatic stress, 9(3), 455-471.  

Thoits, P. A. (2013). Self, Identity, Stress, and Mental Health. In Handbook of the Sociology of 

Mental Health (pp. 357-377). 

 University of Ghana http://ugspace.ug.edu.gh



136 
 

Torgbenu, E. L., Nakua, E. K., Kyei, H., Badu, E., & Opoku, M. P. (2017). Causes, trends and 

severity of musculoskeletal injuries in Ghana. BMC musculoskeletal disorders, 18(1), 

349.  

Torgbenu, E. L., Nakua, E. K., Kyei, H., Badu, E., & Opoku, M. P. (2017). Causes, trends and 

severity of musculoskeletal injuries in Ghana. BMC Musculoskelet Disorders, 18(1), 349. 

doi:10.1186/s12891-017-1709-8 

Tough, H., Siegrist, J., & Fekete, C. (2017). Social relationships, mental health and wellbeing in 

physical disability: a systematic review. BMC Public Health, 17(1), 1-18.  

Tudo, R., Oltenacu, V., Sîrbu, P. D., Ciubară, A., Damaschin, R.-C., & Ciubară, A. B. (2017). 

Psychological Morbidity Associated with Orthopedic Trauma. American Journal of 

Psychiatry and Neuroscience, 5(6), 22.  

Tutton, E., Seers, K., & Langstaff, D. (2012). Hope in orthopaedic trauma: A qualitative study. 

International Journal of Nursing Studies, 49(7), 872-879.  

Ul Baset, M., Rahman, A., Alonge, O., Agrawal, P., Wadhwaniya, S., & Rahman, F. (2017). 

Pattern of road traffic injuries in rural Bangladesh: burden estimates and risk factors. 

International journal of environmental research and public health, 14(11), 1354.  

Ul Baset, M. K., Rahman, A., Alonge, O., Agrawal, P., Wadhwaniya, S., & Rahman, F. (2017). 

Pattern of Road Traffic Injuries in Rural Bangladesh: Burden Estimates and Risk Factors. 

International journal of environmental research and public health, 14(11). 

doi:10.3390/ijerph14111354. 

United Nations Department of Economics and Social Affairs. (2019). World population 

prospects 2019. Online edition, Rev 1, United Nations, Department of Economic and 

Social Affairs. Population Division.  

 University of Ghana http://ugspace.ug.edu.gh



137 
 

Verschuur, M. J., Maric, M., & Spinhoven, P. (2009). Differences in changes in perception of 

health problems between western and non-western participants in a trauma-focused 

study. Effects of the Medical Investigation Bijlmermeer Aviation Disaster on health 

perception of residents and rescue workers, 105.  

Vincent, H. K., Horodyski, M., Vincent, K. R., Brisbane, S. T., & Sadasivan, K. K. (2015). 

Psychological distress after orthopedic trauma: prevalence in patients and implications 

for rehabilitation. PM&R, 7(9), 978-989.  

von der Warth, R., Hehn, P., Wolff, J., & Kaier, K. (2020). Hospital costs associated with post-

traumatic stress disorder in somatic patients: a retrospective study. Health Economics 

Review, 10(1), 23. doi:10.1186/s13561-020-00281-0 

Vos, T., Lim, S. S., Abbafati, C., Abbas, K. M., Abbasi, M., Abbasifard, M., ... & Abdollahi, M. 

(2020). Global burden of 369 diseases and injuries in 204 countries and territories, 1990–

2019: a systematic analysis for the Global Burden of Disease Study 2019. The Lancet, 

396(10258), 1204-1222. doi:10.1016/S0140-6736(20)30925-9. 

Vu, H. M., Dang, A. K., Tran, T. T., Vu, G. T., Truong, N. T., Nguyen, C. T., . . . Tran, B. X. 

(2019). Health-related quality of life profiles among patients with different road traffic 

injuries in an urban setting of Vietnam. International journal of environmental research 

and public health, 16(8), 1462.  

Wang, J., Mann, F., Lloyd-Evans, B., Ma, R., & Johnson, S. (2018). Associations between 

loneliness and perceived social support and outcomes of mental health problems: a 

systematic review. BMC psychiatry, 18(1), 156.  

 University of Ghana http://ugspace.ug.edu.gh



138 
 

Warren, A. M., Jones, A. L., Bennett, M., Solis, J. K., Reynolds, M., Rainey, E. E., . . . Foreman, 

M. L. (2016). Prospective evaluation of posttraumatic stress disorder in injured patients 

with and without orthopaedic injury. Journal of Orthopaedic Trauma, 30(9), e305-e311.  

Weijermars, W., Meunier, J.-C., Bos, N., Perez, C., Hours, M., Johannsen, H., & Barnes, J., et al. 

(2016). Physical and psychological consequences of serious road traffic injuries. 

Retrieved from Loughborough.  

Weiss, H. (2002). Reorganising social welfare among Muslims: Islamic voluntarism and other 

forms of communal support in Northern Ghana. Journal of Religion in Africa, 32(1), 83-

109.  

Wethington, E., Glanz, K., & Schwartz, M. D. (2015). Stress, coping, and health behavior. 

Health behavior: Theory, research, and practice, 223.  

Wilson, A., Yendork, J. S., & Somhlaba, N. Z. (2017). Psychometric properties of 

multidimensional scale of perceived social support among Ghanaian adolescents. Child 

Indicators Research, 10(1), 101-115.  

Wiseman, T., Foster, K., & Curtis, K. (2013). Mental health following traumatic physical injury: 

an integrative literature review. Injury, 44(11), 1383-1390. 

doi:10.1016/j.injury.2012.02.015 

Wiseman, T. A., Curtis, K., & Lam, M. (2015). Incidence of depression, anxiety and stress 

following traumatic injury: a longitudinal study.  . Scandenavian Journal of Trauma and 

Resuscitation in Emergency Medicine, 23(29), 1-9.  

Wiseman, T. A., Foster, K., & Curtis, K. (2013). Mental health following traumatic physical 

injury: an integrative literature review. Injury, 44(11), 1383-1390.  

 University of Ghana http://ugspace.ug.edu.gh



139 
 

World Health Organization. (2017). Depression and Other Common Mental Disorders: Global 

Health Estimates.  

World Health Organization. (2018a). World Health Organiation factsheet on Road Traffic 

Injuries. Retrieved from https://www.who.int/news-room/fact-sheets/detail/road-traffic-

injuries  

World Health Organization. (2018b). World Health Rankings, Health Profile: Ghana. Retrieved 

from https://www.worldlifeeexpectancy.com/country-health-profile/ghana  

World Health Organization. (2019). World Health Organisation country factsheet (Mental 

Health): Ghana 2019. Retrieved from 

https://www.who.int/mental_health/policy/country/ghana/en/  

Wu, H., Zhang, F., Cheng, W., Lin, Y., & Wang, Q. (2017). Factors Related to Acute Anxiety 

and Depression in Inpatients with Accidental Orthopedic Injuries. Shanghai Arch 

Psychiatry, 29(2), 77-84. doi:10.11919/j.issn.1002-0829.216070.  

Yadav, S. K., & Shrestha, S. (2017). A study on posttraumatic experience of road traffic accident 

afflicted maxillofacial trauma patient at tertiary hospital. Journal of natural science, 

biology, and medicine, 8(1), 40.  

Yohannes, K., Gebeyehu, A., Adera, T., Ayano, G., & Fekadu, W. (2018). Prevalence and 

correlates of post-traumatic stress disorder among survivors of road traffic accidents in 

Ethiopia. International Journal of Mental Health Systems, 12(50). doi:10.1186/s13033-

018-0229-8 

Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. (1988). The Multidimensional Scale 

of Perceived Social Support. Journal of Personality Assessment, 52(1), 30-41. 

doi:10.1207/s15327752jpa5201_2 

Zulkosky, K. (2009). Self-Efficacy: A Concept Analysis. Nursing Forum, 44(2), 93-102.  

 

 University of Ghana http://ugspace.ug.edu.gh

https://www.who.int/news-room/fact-sheets/detail/road-traffic-injuries
https://www.who.int/news-room/fact-sheets/detail/road-traffic-injuries
https://www.worldlifeeexpectancy.com/country-health-profile/ghana
https://www.who.int/mental_health/policy/country/ghana/en/


140 
 

APPENDICES 

APPENDIX A: CERTIFICATE OF REGISTRATION AT KATH 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX B: ETHICAL CLEARAN 

 University of Ghana http://ugspace.ug.edu.gh



141 
 

APPENDIX B: ETHICAL CLEARANCE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



142 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



143 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



144 
 

APPENDIX C: APPROVAL/PERMISSION LETTERS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



145 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



146 
 

APPENDIX D: INTRODUCTORY LETTERS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



147 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



148 
 

APPENDIX E: PARTICIPANT INFORMATION SHEET 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



149 
 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



150 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



151 
 

APPENDIX F: CONSENT FORMS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



152 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



153 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



154 
 

APPENDIX G: RESEARCH QUESTIONNAIRE MODEL 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



155 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



156 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



157 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



158 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



159 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



160 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 University of Ghana http://ugspace.ug.edu.gh



161 
 

 

 University of Ghana http://ugspace.ug.edu.gh




